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A STUDY TO EVALUATE THE EFFETENESS OF PLANNED 
TEACHING PROGRAMME ON RENAL CALCULI AND ITS 
MANAGEMENT AMONG THE RENAL CALCULI PATIENTS IN 
SELECTED HOSPITALS AT SALEM.” 
 
RESEARCH ABSTRACT 
 
Mrs.D.Cristy kamalam*, Mrs.C.Sheeja **, and Prof. Dr.S.Annam  ***, 
*M.Sc (N) II Year student, Associate Professor, Dept of Medical Surgical 
**Professor cum Principal *** Nursing, Shanmuga College of Nursing,Salem at 
the time of doing study in October 2018. 
ABSTRACT : Background renal calculi disease covers many conditions causing 
kidney, ureteric or blader stones. Renal Stones often recur, and the underlying causes need to 
be looked into, particularly on stones can be related to life style and they often associated with 
many disease. The Increasing prevalence of renal stone disease in society is becoming a 
significant economic and health burden.  
METHODS : Quasi experimental one group pre test and post test design with the aid 
of structured questionnaire and interview schedule was conducted among 60 samples from 
global medical centre Salem. The pre and post test knowledge was assessed using structured 
questionnaire on RC.  
RESULTS : out of 60 samples, most of the participants gained knowledge about 
renal calculi. In the pretest 18(31.66%) of renal calculi patients possess in adequate 
knowledge 24(40%) moderately adequate knowledge regarding renal calculi. The statistical 
analysis of post test shown significantly increase in the level of knowledge which indicates 
the planned teaching programme was effective. The statistical analysis of post test showed 
there is significant increase in knowledge. In relation to the effectiveness of planned teaching 
programme mean pre test score was 21.885 and the mean post test score was 31.774, 
calculated ‘t’ value was 9.57. There is no significant association between the pre test level of 
knowledge with their selected demographic variables.  
CONCLUSIONS :  The study concluded that planned teaching programme about 
renal calculi knowledge and its management was effective among renal calculi patients.  
KEY WORDS : Renal calculi, quasi experiment. 
********************************************************************* 
INTRODUCTION : Renal stone is a painful condition that affects 1 – 2% of the 
general population. Kidney stones are aggregates of crystals mixed with a protein matrix that 
cause obstruction of urine flow in the renal collecting system, ureters, or urethra and result in 
severe pain, bleeding, or local erosion of kidney tissues. 
An increase in fluid intake is common advice for patients with renal stones. A higher 
intake leads to increased urinary volume and, in turn, decreased in concentration of stone 
formation components, which will presumably decrease rate of stone formation. 
Alternatively, the increased urinary volume could decrease the concentration of inhibitors of 
stone formation. 
STATEMENT OF THE PROBLEM: A study to evaluate the effectiveness of 
Planned Teaching Programme on Renal Calculi and its management among the renal calculi 
patients to selected Hospitals in Salem. 
OBJECTIVES: 1) To prepare  and validate the planned teaching programme on 
renal calculi and its management for the patients with renal calculi. 2) To determine the 
pretest knowledge of the renal calculi patients regarding renal calculi and its management. 3) 
To evaluate the effectiveness of planned teaching programme on renal calculi and its 
management among renal calculi patients. 
HYPOTHESIS: (level of significance P <0.05): H1: The mean post-test knowledge 
score on renal calculi and its management will be significantly higher than the mean pretest 
knowledge score among renal calculi patients in selected hospitals, Salem. H2: There will be 
significant association between the pretest knowledge score on renal calculi and its 
management among renal calculi patients with their selected demographic variables.{age, 
gender, education,  occupational status, dietary method.} H2a: There will be significant 
association between the pretest knowledge score on renal calculi and its management among 
renal calculi patients with their age. H2b ;There will be significant association between the 
pretest knowledge score on renal calculi and its management among renal calculi patients 
with their dietary method. H2c: There will be significant association between the pretest 
knowledge score on renal calculi and its management among renal calculi patients with their 
education. H2d :   There will be significant association between the pretest knowledge score 
on renal calculi and its management among renal calculi patients with their occupational 
status. 
METHOD : After receiving written permission from the concerned authority the data 
collection for their study was done from 23.06.2018 to 23.07.2018 at global medical centre, 
Salem. Initially the researcher got written permission from the concerned authority after 
explaining the procedure and purpose of the study. By using non probability selected. The 
researcher introduced herself to the samples and explains the purpose of the study. Informed 
written consent won obtained from the samples, pretest and demographic variable was 
admitted to each patients on questionnaire teaching programme. Charts and booklet were used 
to facilitate understanding o the teaching. The teaching duration was 50 to 60 minute the post 
test done on 30th day.  
FINDINGS : High frequency and percentage distribution of samples based on their 
demographic variables.  
Majority 13(43.33%) were in the age group of 21-31 years and 36-50 years. In gender 
the male and female were equality participated 15(50%). In educational status under graduate 
education was highest it was showed 15(50%). In occupation the self employed showed the 
majority score 12(40%). In religion aspects the Hindu religion sample was high 27(100%) 
percentage wise distribution of sample based on pretest and post test level of knowledge on 
renal calculi.  
 Fig : 4.1 Analysis of pre test and post test level of knowledge among renal calculi 
patients. 
 The level of knowledge in pre test shows inadequate in knowledge was 8(13.3%) and 
moderately adequate knowledge was 18(31.66%) and no one in adequate knowledge. In post 
level of knowledge inadequate was 13(21.66%) and moderately adequate knowledge was 
24(40%) and no one in adequate.  
Table :1 Mean standard deviation, range, mean, percentage and patients ‘t’ value of 
score on the renal calculi patients knowledge and its management  
 
S.No Groups Mean SD df Table paired ‘t’ 
value 
1 Pre test  21.885 4.098  
2.26 
 
2.37 
 
9.579 2 Post test 31.774 3.895 
*Significance at p<0.05  
 Table : 4.2 shows that the mean post tent knowledge score (31.774%) war higher than 
the mean pre test knowledge age score (21-885%). The mean difference between pre test and 
post test knowledge score was 9.889. The paired ‘t’ value (9.579) is greater than table value. 
(2.37) at 0.05 level of significance. Hence research hypotheses H1 is accepted and null 
hypotheses H0(1) is not accented. That indicate that planned teaching knowledge and its 
management of renal calculi was effective.  
 
Table  : chi–square association between the pre test level of knowledge regarding renal 
calculi with their age  
                 n=30 
S.No Demographic variable  Chi-Square value  df  Table value 
1 Age  2.299 3 2.37 
2 Education  8.36NS 4 9.49 
3 Occupation  9.24NS 3 9.84 
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 LIMITATION :The limitations recognized in the study are: 1) The study did not 
control group. Hence, the result of the study must be generalized with caution as there is 
internal validity due to history.  2) Incidental teaching by the nurses, doctors, and other health 
team members could not be controlled in between pretest and posttest because of ethical 
reason. 3) The sample being convenient on limits generalization to larger population with 
similar characteristic. 4) The time  gap between pre test  and post test was 30 days.  
RECOMMENDATIONS 1) On the basis of the findings of the study, it is 
recommended that 2) A similar study be replicated on a larger sample with a control group. 3) 
A similar study be replicated for patients with specific type of renal calculi. 4) A longitudinal 
follow up study be conducted after three months to determine the effectiveness of this 
planned teaching programme on renal calculi and its management, in terms of gain in 
knowledge and change in dietary practices of patients with renal calculi. 5)A comparative 
study be done to find the effectiveness the teaching programme and other teaching strategy 
like self instructional module on renal calculi and its management, in bringing gain in 
knowledge and change in dietary practices of patients with renal calculi.  6) A survey study 
can be conducted to find the incidence of renal calculi and related complications.  
CONCLUSION : The planned teaching programme was effective in improving the 
knowledge and its management of renal calculi diseases among renal calculi patients.  
REFERENCE :  
1. Martini A .should dietary calcium and protein be restricted in patients with 
Nephrolithiasis? Nutrition Reviews 2000Apr;5(58):111-6. 
2. Prendiville, Black LN, Frager, Buxton A. The effect of vegetables and the animal 
protein diet on calcium urate, and oxalate excretion. British Journal of Urology 
1992;54:590-593. 
3. Crais. The incidence of urinary calcium. British Journal of hospital medicine 2005 
Jan12;2:1021-1029. 
4. Blangy s, Folinais D, sibert A, Delmas V, Moulonguet A. effect of changes in 
epidemiological factor on the composition and  racial distribution of renal calculi. 
British Journal of Urology  1989Nov;60(5):387-92  
5. Churchill DN, Morgen J, Got MH. Tea drinking – A risk factor forurolithiasis. 
Urological research 1989;12:55 
6. Naya Y, Ito MM, Yamaguchi K. Association of dietary fatty acids with Urinary 
oxalate excretion in calcium oxalate stone-formers in their fourth decade. British 
Journal of Urology International 2002Jun;89:842-846. 
 
7. Tiselius HG. Epidemiology and medical management of stone disease. British 
Journal of Urology International 2003May;91:758-760. 
8. Griffith DP. Urease stone. Urology research 1990Sep;7(3):215-21. 
9. Allen LR, Sonja L. Effects of 5 different diets on Urinary Risk Factors for calcium 
oxalate Kidney Stone formation : Evidence of different renal handling mechanisms in 
different race groups. The Journal of urology2003 sep;168:931-6. 
10. Polit DF, Hungler BP. Nursing research: Principles and methods.  3rded.Philadelphia: 
J.B Lippincott Company;1993. p. 74. 
 
 
 
INDEX 
CHAPTER 
NO 
TITLE 
PAGE 
NO 
 
I 
 
INTRODUCTION 
 
1-10 
1.1 
1.2 
1.3 
1.4 
1.5 
1.6 
1.7 
1.8 
Need for the study 
Statement of the problem 
Objectives of the study                                                   
Research hypothesis 
Operational definitions 
Assumptions 
Delimitation  
Ethical consideration 
Summary 
3 
6 
7 
7 
8 
9 
9 
9 
10 
 
II 
 
REVIEW OF LITERATURE 
 
11-24 
2.1 
 
2.2 
 
2.3 
 
 
2.4 
 
 
Studies related to Renal calculi. 
Studies related to the management of renal 
calculi. 
Studies  related to teaching  programme on renal 
calculi and its management. 
Conceptual framework Based on Health Belief 
Model.  
11 
15 
 
18 
 
 
21 
 
 
III RESEARCH METHODOLOGY 25-31 
3.1 
3.2 
3.3 
3.4 
3.5 
3.6 
3.6.1 
3.6.2 
3.7 
3.8 
3.9 
3.10 
3.11 
3.12 
Research approach 
Research design  
Setting of the study 
Description of the variables 
Population 
Sample 
Criteria for sample selection 
Sampling technique and sample size 
Description, Interpretation,  
Validity  
 Reliability  
  Pilot study 
Data collection procedure 
Plan for data analysis 
Summary 
25 
25 
26 
26 
27 
27 
27 
28 
28 
29 
29 
29 
30 
31 
31 
IV DATA ANALYTSIS AND 
INTERPRETATION 
32-46 
4.1 
4.1.1 
 
4.1.2.1 
 
4.1.2.2 
 
4.1.3 
 
4.1.4 
 
 
 
 
Presentation of data 
Frequency and percentage distribution of 
samples demographic variables samples. 
Analysis and comparison of mean  pre test and 
post test knowledge among renal calculi patients  
Compare the mean pre test knowledge score and 
post test knowledge among renal calculi samples 
Item wise analysis and comparison pre test and 
post test  knowledge among renal calculi patients 
Association selected demographic variables with 
mean pre test knowledge among renal calculi 
patients.  
Summary  
32 
33 
 
 
35 
36 
 
37 
 
43 
 
46 
V DISCUSSION 47-49 
 
VI 
 
SUMMARY,FINDINGS,IMPLICATIONS, 
RECOMMENDATIONS AND 
CONCLUSION 
 
50-56 
  
REFERENCE 
 
57-62 
  
ANNEXURES 
i-ixxviii 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
LIST OF TABLES 
TABLE 
NO 
TITLE 
PAGE 
NO 
4.1 Frequency   and   percentagewise  distribution  of 
samples based on their demographic variables 
33 
4.2 Mean, Standard deviation, range mean percentage and 
paired ‘t’ value of scores the renal calculi patients 
knowledge and its management  
37 
4.3 Item wise distribution of data collection   37 
4.4 Chi-square association below the pre test level of 
knowledge regarding renal calculi with their age 
43 
4.5 Chi-square association below the pre test level of 
knowledge regarding renal calculi with their education 
status  
44 
4.6 Chi-square association below the pre test level of 
knowledge regarding renal calculi with their occupation  
45 
 
 
 
 
 
 
LIST OF FIGURES 
FIGURE 
NO 
TITLE 
PAGE NO 
2.1 Conceptual   framework   based   on  Health Belief 
Model 
24 
3.1 schematic representation of research methodology 26 
 
4.1 Bar diagram shows that percentage wise 
distribution of pre test and post test knowledge 
score level  
35 
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
LIST OF ANNEXURES 
ANNEXURE 
NO 
 
TITLE 
PAGE 
NO 
I Letter Seeking Permission To Conduct 
Research Study 
i 
II Letter Seeking Expert Opinion For Content 
Validity Of The Tool And Independent 
Variables 
ii 
III List Of Expert Validated The Tool And 
Independent Variables 
iii 
IV List of Evaluation Criteria For Validity Of The 
Tool -1 
iv-v 
V List of Evaluation Criteria For Validity Of The 
planned Teaching programme. Tool -II 
vi-xi 
VI Content Validity Certificate xii 
VII  Final tool after content Validity (English 
/Tamil) 
xiii-
xxvii 
VIII List of lesson plan on planned teaching 
programme on renal calculi patient 
(English/Tamil) 
xxvii-
lxiv 
IX Booklet  
 
 
 
1 
 
CHAPTER – I  
INTRODUCTION 
Once you choose hope,anything is possible. 
                                                                                            -  Christopher Reeve 
Renal stone is a painful condition that affects 1 – 2% of the 
generalpopulation. Kidney stones are aggregates of crystals mixed with a 
protein matrix thatcause obstruction of urine flow in the renal collecting 
system, ureters, or urethra andresult in severe pain, bleeding, or local 
erosion of kidney tissues. (Martine A.2000) 
There are several types of kidney stone. The most common type 
ofkidney stone is composed of calcium oxalate and is caused by 
metabolic disorders thatare often treatable. In general, the crystallization 
of stone-forming salts owes to anabnormal urinary composition that is 
either higher in crystallization promoters e.g.calcium, oxalate, uric acid or 
lower in inhibitors e.g. citrate, glycosaminoglycans,kidney proteins such 
as nephrocalcin, Tamm-Horsfall mucoprotein,  Uropontin, orboth. 
(BuxtonA-1992) 
The formation of the 4 basic chemical types of renal calculi is 
associatedwith more than 20 underlying etiologies. Stone analysis, 
together with serum and 24-hour urine examination, can identify an 
etiology in over 95% of patients.Specific therapy can result in a remission 
rate of over 80% and can decrease theindividual recurrence rate by 90%. 
Emergency physicians, therefore, should stress theimportance of urologic 
follow-up, especially in patients with recurrent stones, solitarykidneys, or 
previous kidney or stone surgery and in all children. 
 Calcium stones (75%): Calcium oxalate, calcium phosphate, and 
calcium urate. 
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 Struvite (magnesium ammonium phosphate) stones (15%) 
 Uric acid stones (6%): These are associated with urine pH less than 
5.5, high 
purine intake (eg, organ meats, legumes, fish, meat extracts, gravies), 
ormalignancy (ie, rapid cell turnover). Approximately 25% of patients 
with uricacid stone have gout.Cystine stones (2%) (Crais-2005) 
The causes of renal calculi can be classified as follow 
Metabolic abnormalities (a patient may show more than one)                      
Supersaturation of urine with stone-forming salt 
 Hypercalciuria (>300 mg/24hr): 40-60% of cases 
 Hyperuricosuria (>750 mg/24hr): 20-35% of cases 
 Hyperoxaluria (>40 mg/24hr): 10-20% of cases 
 Cystinuria (>250 mg/L): 1-2% of cases 
 Reduced inhibitors of stone formation 
 Hypocitraturia (<320 mg/day): 10-40% of cases 
 Hypomagnesuria 
 Abnormal nephrocalcin, or other glycoprotein defects (Tamm-
Horsfall protein, glycosaminoglycan, uropontin, crystal matrix 
protein) 
  Infection with urease-producing organisms (mostly Proteus): 10-
20% ofcases 
 Alterations in urinary pH 
  pH<5.5 leads to uric acid stones 
 pH>7.5 seen with struvite stones (Blangy-1989) 
Calculus size and location are important determinants for the resultant 
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degree of disease. The most important factor for passage of a calculus 
though thegenitourinary tract is its size. The critical size for spontaneous 
passage is <5 mm. 
Approximately 90% of stones that are less than 5 mm and located 
in the lower ureterpass spontaneously within 4 weeks. 15% for stones 
between 5 and 8 mm. 95% ofstones larger than 8 mm become impacted 
along the genitourinary tract, generallyrequiring lithotripsy or surgical 
removal. Intervention can usually be performed in theoutpatient setting. 
(Churchill DN Morgen.J 1989) 
An increase in fluid intake is common advice for patients with 
renalstones. A higher intake leads to increased urinary volume and, in 
turn, decreased inconcentration of stone formation components, which 
will presumably decrease rate ofstone formation. Alternatively, the 
increased urinary volume could decrease theconcentration of inhibitors of 
stone formation. (Naya.Y.2002) 
1.1 NEED FOR THE STUDY 
The formation of stones in the urinary tract is a common and 
importantproblem that must be considered in daily urological practice. 
With a prevalence of>10% and an expected recurrence rate of 50%, stone 
disease has an important effecton the health care system. The condition 
affects 5-10% of the population in Europe andNorth America. An even 
higher frequency has been reported from other parts of theworld and there 
are only a few geographical areas in which stone disease is rare e.g. 
inGreenland and in the coastal areas of Japan. (Tiselius HG-2003) 
The annual incidence of stone formation in the industrialized world 
isgenerally considered to be 1500-2000 cases per million. Over the past 
two or threedecades there has been a dramatic development in the 
techniques for stone removal.Although the vast majority of stones pass 
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spontaneously, open surgery for stoneremoval was previously a very 
common urological procedure. Currently almost allstones can be removed 
by non-or slightly invasive methods. Despite theseachievements, the 
problem of recurrent stone formation remains and despite considerable 
progress in this field, efforts to stop stone formation have so far 
beeninsufficient. This raised the question of how much has been 
accomplished in the fieldof further formation of renal calculi. (Tiselius 
HG-2003) 
The Incidence/Prevalence in USA 
 1-4/1000 annual incidence 
 5-12% lifetime incidence 
 Higher incidence in the "stone belt" (southeastern USA) 
 Recurrence rate - 50% in five years 
 Predominant age: 20 -40 years 
 Predominant sex: Male : Female (&approx;3:1), except for struvite 
(infection)stones which are more common in females. 
It has been estimated that 7 to 10 of every 1,000 hospital admissions 
aredue to renal calculi. In the U.S. the prevalence is 7% in men and 3% in 
women, and70% of all ureteral calculi occur between the ages of 20 and 
50 years. (Churchill DN 2000) 
Low levels of urinary crystallization inhibitors were reported 
inhypercalciuric, normocalciuric, and hyperuricosuric stone formers. In 
general, the levelof crystallization inhibitors in urine of stone-forming 
patients is low when comparedwith individuals without stone formation. 
(Allenlr-2003) 
Citrate, a key component of the uric acid cycle, has received 
increasingand renewed interest as an important inhibitor of stone 
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formation. Citrate retardscrystallization by two means: It complexes 
calcium and reduces ionic calciumconcentration in urine, and it directly 
inhibits the crystallization of calcium oxalate andcalcium phosphate. In 
addition, nephrocalcin, an acidic glycoprotein, inhibits calciumoxalate 
nucleation, growth, and aggregation. Tam-Horsfall protein also 
inhibitsaggregation, and uroprotein inhibits the growth of calcium oxalate 
crystals.  (Allenlr-2003) 
Urinary oxalate is an important determinant of calcium-
oxalatesupersaturation. Rather small increments in oxalate excretion 
markedly raise theactivity product of the ions contributing to stone 
formation by increasing the urinarysaturation of calcium oxalate. Dietary 
oxalate is responsible for only a minor fraction (≤20%) of urinary oxalate. 
Endogenous oxalate production is a metabolic end product ofglycine and 
ascorbic acid metabolism. Hyperoxaluria (urinary levels > 40 mg/day) 
canbe either genetic or acquired. The genetic form, primary 
hyperoxaluria, is rare and canbe result from mutations in the gene for 
alanine: glyoxylate aminotransferase or in thegene for glyoxalate 
reductase/D-glycerate dehydrogenase. Acquired hyperoxaluria is 
aconsequence of increased intestinal absorption of oxalate and is often 
found in patientswith malabsorption in the small bowel. (Prendiville 
Buxton A 2000) 
Excessive urinary calcium excretion represents a major 
pathophysiologicfactor of kidney stones because many stone patients 
have idiopathic hypercalciuria, aprimary metabolic alteration. 
Hypercalciuria promotes calcium salt crystallization andcrystal growth. 
Theoretically, the risk of developing renal calcium stones increases 
asurinary calcium excretion rises. The mechanism involved in 
hypercalciuria includes anincrease in the filtered calcium load and/or a 
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decrease in the efficiency of tubularreabsorption of calcium. (Black LN-
2001) 
The role of dietary sodium in the pathogenesis of hypercalciuria 
isbased on the close relationship between renal tubular calcium and 
sodium handling.Reabsorption of calcium parallels the renal reabsorption 
of sodium in the proximaltubule and Loop of Henle. High sodium intake 
may also influence renal reabsorption ofcalcium in the distal tubule both 
directly or indirectly through its effects on parathyroidhormone levels. 
(Sonja.L 2003) 
The role of protein intake in calcium stone formation has 
beeninvestigated by several groups. The ingestion of a diet rich in animal 
protein (meat,fish, poultry, eggs, and dairy products) increases the risk for 
calcium nephrolithiasis.Conversely, the disorder is less common in 
populations who consume protein primarilyfrom plant sources. Protein 
feeding can lead to an increase in glomerular filtration rate,an increase in 
serum ulfilterable calcium concentration, or both. (Allen.LR2003) 
The researcher takes interest in this study as she had come across a 
largenumber of renal calculi in and out patients during her clinical 
postings. She wishes to impart knowledge and create awareness for such 
patients regarding the disease and help them toprevent the recurrence of 
the disease. 
1.2 STATEMENT OF THE PROBLEM 
A study to evaluate the effectiveness of Planned Teaching 
Programme on Renal Calculi and its management among the renal 
calculi patients ins elected Hospitals in Salem. 
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1.3 OBJECTIVES 
1. To plan and validate the planned teaching programme on renal 
calculi and its management for the patients with renal calculi. 
2. To determine the pretest knowledge of the renal calculi patients 
regarding renal calculi and its management. 
3. To evaluate the effectiveness of planned teaching programme on 
renal calculi and its management among renal calculi patients. 
4. Find the association of post test knowledge on renal calculi and its 
management with their selected demographic variables. 
1.4 HYPOTHESIS: (level of significance P <0.05) 
H1: The mean post-test knowledge score on renal calculi and its 
management will be significantly higher than the mean pretest knowledge 
score among renal calculi patients in selected hospitals, Salem. 
H2: There will be significant association between the pretest 
knowledge score on renal calculi and its management among renal calculi 
patients with their selected demographic variables.{age, 
gender,education,  occupational status,dietarymethod.} 
H2a: There will be significant association between the pretest 
knowledge score on renal calculi and its management among renal calculi 
patients with their age. 
H2b;There will be significant association between the pretest 
knowledge score on renal calculi and its management among renal calculi 
patients with their dietary method. 
H2c: There will be significant association between the pretest 
knowledge score on renal calculi and its management among renal calculi 
patients with their education. 
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H2d :  There will be significant association between the pretest 
knowledge score on renal calculi and its management among renal calculi 
patients with their occupational status. 
1.5 OPERATIONAL DEFINITIONS 
1.5.1 Effectiveness 
It refers to the extent to which the planned teaching programme has 
achieved theDesired result in terms of patients’ gain in knowledge as 
evidenced by higher mean postTest knowledge score, than the mean 
pretest  knowledge score. 
Renal calculi patients 
It refers to patients who are clinically diagnosed to have renal 
calculi and are attendingthe selected hospital for the treatment. 
1.5.2 Demographic variables: 
a. Age in years: 
In this study patients  age range is 21-70 years . 
b. Gender: 
In this study  the gender of the renal calculi patients such as male 
or female. 
c. Educational status: 
It refers to the qualifications of the subject to get knowledge 
through formal education .In this study it was classified into no formal 
education, primary, secondary, higher secondary,under graduate and post 
graduate. 
1.5.3 Planned Teaching Programme 
It refers to systematicallyorganized teaching programme which 
includes the charts with pictorial representation consisting of information 
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related to measures to follow and what not to do to prevent renal 
calculi.The booklet contains the full details about renal calculi prevention 
and its management. The planned teaching programme is taken for one 
hour to  patients. 
 Renal calculi and its management  
It refers to the overall management of patients with renal calculi in 
respect of drugs,Dietary modification  and fluid therapy of renal calculi. 
1.6 ASSUMPTIONS 
The study assumes that 
1. The patients who are admitted in the hospital with the diagnosis of 
renal calculiwill have some knowledge regarding renal calculi. 
This knowledge they may have gained through mass media, 
friends, relatives and other sources. 
2. Health teaching can impart knowledge regarding renal calculi 
which makes them aware of their disease. 
3. The patients who are attending the planned teaching programme 
will be able tofollow the instructions in their daily life. 
4. Renal calculi are prone to recurrence. 
5. The Planned teaching programme will help to improve the 
awareness and prevention of recurrence of renal calculi. 
1.7 DELIMITATIONS 
1. This study is delimited to the age group of 21 -70 years. 
2. This study is delimited to the patients admitted in the hospitals. 
3. The study is delimited about the renal calculi and its management. 
1.8 ETHICAL CONSIDERATIONS 
1. Formal permission was obtained from concerned authority of 
hospitals where the study was conducted. 
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2. Written consent was taken from samples after explaining the 
purpose of the study. 
3. All information kept confidential and used only for the present 
study. 
SUMMARY 
This chapter dealt with the contents of introduction about renal 
calculi and its management, need for the study, statement of the problem, 
objectives, hypotheses, operational definitions, assumptions, delimitation, 
conceptual framework, and ethical consideration. 
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CHAPTER – II 
REVIEW OF LITERATURE 
“I was brought up to believe that the only thing worth doing was to add 
to the sum of accurate information in the world” 
- Margaret Mead  
Literature review refers to the activities involved in searching for 
informationon a topic and developing a comprehensive picture of the 
state of knowledge in thattopic. Polit D.F. (2004)An extensive review of 
literature relevant to the research study topic isdone to gain information 
and insight to build the foundation of the study. The literaturereviewed 
for the present study is organized and presented under the following 
heading. 
Section-I :  Studies related to Renal calculi. 
Section-II :  Studies related to the management of renal calculi. 
Section-III:  Studies  related to teaching  programme on renal  
calculi and its management. 
Section –IV : Conceptual framework Based on Health Belief Model.  
 2.1SECTION-I:   STUDIES RELATED TO RENAL CALCULI 
The following series of studies give empirical evidence of the 
etiology, riskfactors and factors influencing the type of calculi formed in 
different environment andsetting. 
An epidemiological study was conducted on the occurrence 
ofurolithiasis in the 19th century population in Asia. For this study 250 
quotations from 54countries concerning 340,000 urinary stone were 
collected. The analogy wasdemonstrated for age distributed, stone 
localization, male-female ratio, and stonecomposition. The distribution of 
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urolithiasis in a low socioeconomic level population is definedby: highest 
frequency in childhood, more than 40% bladder stones, less than 20% 
female patients, less than 40%calcium-oxalate stones, and more than 30% 
uric acid/urate stones. Typical for a population with a high level these 
characteristics of urolithiasis are: highest frequency among adults,less 
than 10% bladder stones ,more than 25% female patients , more than 60% 
calcium oxalate stones,and less than 20% uric acid /urate stones.In 
partially developed countries those values fall in between.The results of 
the above study showed that the distribution of calciumoxalate stone in a 
low socioeconomical level population is less than that of 
highsocioeconomical status. The high protein is related with occurrence 
of uric acid stone.In conclusion the researcher said that increasing 
socioeconomical level was accompanied by thefollowing distribution of 
urolithiasis, decrease in bladder stone, decrease in phosphatestone, 
decrease in uric acid stone, increase in female patients and increase in 
calciumstone. (Asper R.1984). 
A study conducted on epidemiology of urolithiasis in terms of 
seasonalvariation, occupation and lifestyle in Kuwait shows that  postal 
questionnaires weresent out to 5,476 men (>18 yrs) selected at random 
from the electoral roll. Since all thequestions were not returned, a further 
random sample of 200 men was chosen from thegroup and those who did 
not reply to the questionnaire were interviewed by telephone. Thefindings 
showed that twice the number of renal calculi seemed to occur during the 
summermonths. Patients with a family history of urolithiasis were more 
likely to get a recurrencethan those without. A large population of stone 
patients was of sedentary occupation,and there was a high incidence of 
urolithiasis seen among sailors than any otherpeople.(SchneiderHJ-
1990) 
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A study reviewed the urolithiasis from the standpoint of 
analyticalepidemiology, which examined a statistical association between 
a given disease and ahypothesized factor with an aim of interfering its 
causality. Factors includedepidemiologically for the stone formation 
included age, sex, occupation, social class,season of the year, the climate, 
dietary and the fluid intake and the geneticpredisposition. Since some of 
the factors were interlinked they were broadly classifiedinto 5 categories 
and epidemiologically looked over. The environmental factors 
werelooked as more important than the genetic predisposition. A hot 
sunny climate wasconsidered to be influencing stone formation through 
inducing dehydration. Withincreased perspiration increased solute 
consideration and decreased urine volume,coupled with inadequate liquid 
intake and possibly through the exposure to the ultraviolet radiation, 
which eventually resulted in an increased vitamin D production. 
Thisresulted in the excretion of calcium oxalate through urine. Excessive 
intake of coffee,tea and alcoholic beverages seemingly increases the risk 
of calcium stone formation.An increased level of animal protein and 
sugar intake and a decreased ingestion ofdietary fiber and green leafy 
vegetables were linked with the higher probability offormation of renal 
stone. (Kodama H1991) 
A study was conducted on Hyperoxaluria in patients with 
recurrentcalcium oxalate calculi: dietary and other risk factors. The aim 
of the study was toidentify recurrent stone formers with mild 
hyperoxaluria and to classify them further byassessing their response to a 
low oxalaye diet. In addition, the prevalence of other riskfactors for stone 
formation in this group of patients was investigated. A total of 
207consecutive patients with recurrent renal calculi were screened and 40 
(19%) werefound to have mild hyperoxaluria. Of these, 18(45%) 
responded to dietary oxalaterestriction by normalizing their urinary 
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oxalate. The remaining 22 patients wereclassified as having idiopathic 
hyperoxaluria and were subdivided into those in whomurinary oxalate 
excretion was consistently elevated in all specimens measured andthose 
in whom the elevation was intermittent in nature. Dietary oxalate 
restriction had apartially beneficial effect in lowering oxalate excretion in 
the patients with persistenthyperoxaluria. No difference in urinary 
excretion was found after dietary restriction inthe patients with 
intermittent hyperoxaluria. Other risk factors, including 
dietary,absorptive and renal hypercalciuria and hypo citraturia, were 
documented, theprevalence of which (65%) was not significantly 
different from that (62.5%) found in40 age- and sex-matched calcium 
stone formers without hyperoxaluria. The prevalenceof hyperuricosuria 
was significantly greater in patients with hyperoxaluria whencompared 
with stone controls. (Rose GA1999) 
An exploratory survey study was conducted on prevalence of 
thenephrolithiasis and its relation to the environmental risk factors 
including the nutrition,a correlation had been demonstrated between 
activity of the renal stone disease andexcessive protein intake and the low 
fiber diet, and the cause and effect relationship hadbeen suggested 
between the prevalence of the disease and low urine volume due tounder 
hydration. Indeed too much meat and drinking alcohol even in a little 
amountcould cause the disease. Defective intestinal absorption of citrate 
and the modificationsin the protein substances, which inhibited the 
urinary crystallization, had also beenobserved. (Jegar P.1994) 
A study was conducted on Urine volume: stone risk factor 
andpreventive measure. Using the data available in literature and partly 
unpublishedpersonal research, they examine the role of urine volume as a 
stone risk factor, itsimpact on calcium crystallization mechanisms and its 
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real importance as means ofprevention. The most important findings of 
the study are (1) a low urine volume mustbe considered as a real factor, 
both as regards the onset of renal calculi and stonerelapses; (2) an 
increase in urine volume induced by a high water intake 
producesfavorable effects on the crystallization of calcium oxalate and 
does not reduce theactivity of natural inhibitors; (3) a sufficiently high 
intake of water and probably otherfluids such as coffee, tea, beer and 
wine has a preventive effect on nephrolithiasis andits recurrence, and (4) 
the role of fruit juice is still to be defined the study concludedthat a high 
intake of fluids, especially water, is still the most powerful and certainly 
themost economical means of prevention of nephrolithiasis, and it is often 
not used toadvantage by stone formers. (Brigant A. 2004.) 
2.2 SECTION –II : STUDIES RELATED TO THE MANAGEMENT 
OF RENAL CALCULI 
Renal calculi are generally composed of varieties of 
chemicalsubstances, bound together in intricate chemical bondage. This 
section of the reviewedliterature presents information about each type of 
renal calculi and the sources of thosechemicals, which contribute the 
formation of renal calculi.An exploratory study was conducted on 
composition of the calciumoxalate stone. The purpose of the study was to 
compare the urine composition in thestone formers and the normal 
subjects, and thereby providing a bio-chemical basis forselective 
prophylactic treatment in calcium oxalate stone formers. For the study 
483male and 226 female calcium stone formers and 100 normal male and 
40 normal femalewere selected and their urine was collected on an out-
patient basis with normal dietaryand drinking habits. 24 hrs urine 
compositions was analyzed with respect to calcium, oxalate, magnesium, 
citrate, urate and the inhibition of calcium oxalate crystal growthrate. In 
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the result of the study stone formers had an increased excretion rate of 
bothcalcium and oxalate, where as magnesium and the urates did not 
separate stone formersfrom that of the normal subjects. A large number of 
both male and female had a lowcitrate excretion. The inhibition of 
calcium oxalate crystal growth was lower in malesbut not in female 
patients. As a conclusion he said that by means of the 
analyticalprogramme of this design, it was possible to evaluate the stone 
formers from abiochemical point of view. (Tiselius HG.1999) 
A study was conducted to determine the relevance of urinary 
citratemeasurement in management of patients with idiopathic calcium 
urolithiasis. Theyselected a group of 83 normal persons and 120 patients 
with idiopathic calciumurolithiasis (ICU), in an ambulatory setting age 20 
– 70 yrs with uninfected urine,normal renal function, and on no 
medication that might interfere with the citrateexcretion. In the result of 
the study it was seen that there was a significant co relation ofurinary 
citrate excretion with age in normal persons (9p<0.001) and no 
significantcorrelation of urinary citrate excretion and age among patients 
with renal calculi.Hypocitraturia (29.2%) was demonstrated in stone 
formers. In 15 of those 22 patientsone normal urinary citrate 
measurement was obtained, among them three patients hadboth 
hypercalciuria and hypocitraturia. 24 of 35 hupocitraturia patients had a 
provenintact urinary acidification mechanism. In their study they could 
not find anyrelationship between the 24 hr urinary excretion of citrate and 
the severity of the stonedisease, or the frequency of the stone growth or 
new stone formation in the patients attheir follow up. The design of the 
study was comparative descriptive. (Wilson RR.1999.) 
The study was done on the effect of the calcium restricted diet 
ofurolithiasis patients on risk of kidney stone and the osteopenia. For the 
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study 25patients were randomly selected from 6 hospitals to form the 
experimental group. Thisgroup had calcium restriction to 500 mg/day, 
oxalate rich foods are discouraged andnormalization of the animal protein 
and sodium was done for 1 month. In the result ofthe urinary calcium 
excretion did not decrease significantly. The calcium restricted diet,which 
was low in calcium, animal protein and the table salt due to omission of 
the dairyproducts; it might have been beneficial for absorptive calciuria 
type II patients withoutenhancing the risk of osteopaenia. (Fassen VA. 
1998) 
A study was conducted on the metabolic evaluation of patients 
withrecurrent nephrolithiasis. In this study he said that the primary goal 
of a metabolicdiagnostic evaluation was to identify as efficiently and 
economically as possible. Theparticular physiological and environmental 
defects present in a given patient withnephrolithiasis to enabled rational 
therapy of the stone disease. A multi channel bloodscreen as well as 
voided urinary specimens for urine analysis was necessary for all 
thepatients with recurrent episodes of renal stones as well as for the 
patients with only oneincident of renal stone formation. It has been 
suggested that the excretion of variousstone forming substances might be 
impaired in the presence of urinary tract obstructionby a renal or ureteral 
calculus. In addition one might expect similar alteration of 
urinaryfunction to exist after various techniques of stone removal. 
Therefore it is advisable topostpone a complete diagnostic evaluation for 
one month after removal of the ureteralobstruction or infection or after 
undergoing a stone removal procedure. This delayallowed recovery of 
normal renal function as well as reinstitution of regular dietaryhabits. 
(Preminger GM.2001) 
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A study was conducted to determine the number of times the 
biochemical evaluation has to be done after stone surgery and or its 
excretion throughurinary passage. A total of 16 women and 13 men aged 
15 – 75 yrs were selected over a6 months period on out patients’ basis, 
for the study. Urine (24 hrs) and bloodspecimens were obtained while the 
patients were on their customary diet. Biochemicalevaluations were done 
two times for 29 out patients with calcium stone disease, the firsttime 
within one month after surgical extraction or excretion of stones and the 
secondtime after two months. (Morton U- 1990) 
The data for constituents other than urinary calcium were generally 
inagreement for the two trials, and there were no significant difference 
when the resultswere compared statistically (Student’s t-test) 
Classification of the etiologic basis for thestone disease was the same 
after both tests in 27 patients. In the other two patients thediagnosis was 
changed from renal to absorptive hypercalciuria. Both of these 
patientshad creatinine clearance rates less than 60% of normal during the 
first test. One alsohad multiple residual stone during both the evaluations, 
and the second had an urinarytract infection during the first test that 
resolved with a normal creatinine clearance bythe second test period. As 
conclusion they had emphasized that almost all patientscould be 
evaluated and placed in the management programme within a few weeks 
afterthe surgery. If the work up could be done earlier, it would allow to 
initiate medicalmanagement earlier and most important, improve patients’ 
compliance.therapy to increase the likelihood  
2.3 SECTION-III: STUDIES RELATED TEACHING 
PROGRAMME ON RENAL CALCULI AND ITS MANAGEMENT 
In the United States ,Urolithiasis affects approximately 1 in 11 
people, and there is evidence that the prevalence is increasing. A 
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relatively recent treatment strategy for urolithiasis involes using medical 
expulsive therapy to increase the likelihood of spontaneous passage of 
ureteral stones.The 2 leading drug classes for medical expulsive therapy 
are alpha1-andrenergic receptor blockers and calcium channel blockers. 
Tamsulosin,an alpha-1- adrenocepter blocking agent,is thought to induce 
spontaneous stone passage by relaxing ureteral smooth muscle 
tone.However, Tamsulosin has not been proven effective for increasing 
ureteral stone passage and is not approved by the food and Drug 
Administration for this indication. There is a relative paucity of data on 
the efficacy of Tamsulosin for urolithiasis, and of the published results, 
there are conflicting conclusions from the data. Because of the acute and 
often severe nature of symptoms from urolithiasis, emergency medicine 
physicians are frequently the first to diagnose and treat this condition. 
(Pourmand A, 2016). 
An experimental study was conducted on effect of protein intake 
recordand dietary history in renal stone patients. For this study 20 renal 
stone patients and 20patients for control group where selected and asked 
to make a 1 week retrospectivedietary recall and a prospective 4 days 
dietary record. The control people were selectedby the renal stone 
patients on the basis of equality in age, sex, occupation and 
socialconditions, but without a history of renal stone. Two 24 hr urine 
collection were madefor measurement of potential risk factors. The result 
showed that 4 days record ofdietary intake of protein, sodium, potassium 
and phosphate were positively correlatedto the urinary excretion of 
nitrogen, sodium, potassium and phosphate respectively.Whereas dietary 
recall was not correlated to the urinary output. There was no 
differencebetween stone formers and control group in the dietary intake 
of protein, purine, carbohydrates, fat, calcium, phosphate, potassium or 
iron according to the record. Thecontrol group had a 50% higher 
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consumption of vitamin C and 15% higher fiber intakethan the stone 
formers. Stone formers seemed to consume 45% more alcohol than 
thecontrols. Despite a tendency to lower calcium intake, stone formers 
had a higheramount of urinary calcium (p<0.005), as well as sodium, 
phosphate and urate, than thecontrols. As a conclusion they emphasized 
that the diet registration seems to be moreaccurate than the diet recall. No 
major differences in diets of stone formers and controlscould be found 
except regarding the alcohol and fiber intake. (Fellstrome BD.1996) 
A study was conducted on Hyperoxaluria in patients with 
recurrentcalcium oxalate calculi: dietary and other risk factors. The aim 
of the study was toidentify recurrent stone formers with mild 
hyperoxaluria and to classify them further byassessing their response to a 
low oxalate diet. In addition, the prevalence of other riskfactors for stone 
formation in this group of patients was investigated. A total of 
207consecutive patients with recurrent renal calculi were screened and 40 
(19%) werefound to have mild hyperoxaluria. Of these, 18 (45%) 
responded to dietary oxalaterestriction by normalizing their urinary 
oxalate, the remaining 22 patients wereclassified as having idiopathic 
hyperoxaluria and were subdivided into those in whomurinary oxalate 
excretion was consistently elevated in all specimens measured andthose 
in whom the elevation was intermittent in nature. Dietary oxalate 
restriction had apartially beneficial effect in lowering oxalate excretion in 
the patients with persistenthyperoxaluria. No difference in urinary oxalate 
excretion was found after dietaryrestriction in the patients with 
intermittent persistent hyperoxaluria. Other risk factors,including dietary, 
absorptive and renal hypercalciuria and hypocitraturia, weredocumented, 
the prevalence of which (65%) was not significantly different from 
that(62.5%) found in 40 age - and sex-matched calcium stone formers 
withouthyperoxaluria. The prevalence of hyperuricosuria was 
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significantly greater in patientswith hyperoxaluria when compared with 
stone controls. (Meyers-1991). 
A study was conducted on High Excretion of Uric acid combined 
withhigh excretion of Calcium Links Kidney Stone Disease to familial 
hypertensionrevealed that 34% of the patients with the combined 
abnormalities of hyperuricosuriaand hypercalciuria had a positive family 
history of hypertension, defined as 2 or morefirst degree relatives with 
treated hypertension, that are significantly higher than inpatients with 
either “pure” hyperuricosuria (15%, P<0.02), “pure” hypercalciuria (8%, 
P<0.001), or patients with “other” abnormality (10%, P<0.001).the 
adjusted result forpositive family history of hypertension in the 
“combined” abnormality group comparedto the control Kidney Stone 
Disease patients group was 5.6 (2.39 – 13.30). Theprevalence of 
hypertension in siblings of patients with the combined abnormality 
(13%)was significantly higher than in siblings of patients either “pure” 
hyperuricosuria (3%,P<0.001), “pure” hypercalciuria (1%, P<0.001), or 
siblings of control patients with“other” abnormality(4%, P<0.001). the 
adjusted result for hypertension in siblings of apatient with “combined” 
abnormality compared to a control Kidney Stone Diseasepatient was 3.4 
(1.97 – 5.91). patients in the “combined” abnormality group were 
alsocharacterized by significantly elevated urinary sodium, phosphores, 
citrate andpotassium excretions. (Andrs T.2002). 
2.4  SECTION – IV : CONCEPTUAL FRAMEWORK BASED ON 
ROSENSTOCH’S AND BECKER’S HEALTH BELIEF 
MODEL(1974) 
This study is based on Rosenstoch’s and Becker’s  health belief 
model (1974) which is most relevant to the present study to evaluate the 
effectiveness of planned teaching programme on renal calculi and its 
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management among the renal calculi patients in selected hospitals in  
Salem. 
Rosenstoch’s and Becker’s Health Belief Model (1974) addresses 
the relationship between a person’s beliefs and practice. It provides a way 
of understanding and predicting how the patients get renal calculi. 
INDIVIDUAL PERCEPTION: 
It refers to the individual perception of susceptibility to an illness 
PERCEIVED SUSCEPTIBILITY TO DISEASE: 
In this study the individual perceived as having susceptibility to the 
disease is due to lack of awareness about renal calculi. 
PERCEIVED SERIOUSNESS OF DISEASES: 
In this study the individual perceived that drinking plenty of water 
can control renal calculi. 
MODIFYING FACTORS: 
The influence of individual perception is modified by demographic 
and socio-psychological factors.In this study the researcher expects 
demographic variables like age, gender,occupational status, dietary 
method. The socio-psychological variables, educational status may affect 
the way individuals takes care of themselves. 
PERCEIVED THREAT OF DISEASE: 
Perceived threat is developing serious illness. In this study the 
perceived threat is risk factors such as fluid intake,food 
habits,climate,occupation,vitamin A,hyperparathyroidism,infection of the 
urinary track, prolonged illness and restricted 
movements,drugs,congenital malformations and stasis, hereditary etc. 
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CUES OF ACTION: 
In this study the researcher plans to use booklet and charts for 
teaching programme to prevent the renal calculi. 
LIKELIHOOD OF ACTION: 
It refers that a person will take preventive action which results 
from the person’s perception of the benefits and barriers to take action. 
PERCEIVED  BENEFITS OF PREVENTIVE ACTION: 
In this study the person perceived benefits to prevent the renal 
calculi. 
PERCEIVED BARRIERS: 
It includes life styles changes increased adherence to medical 
therapies or search for medical advice or treatment.In this study the 
perceived barriers are not taking adequate water, lack of eating vegetables 
and fruits, climate, occupation, vitamin, Hyperparathyroidism and lack of 
control over dietary pattern apart from ignorance about renal calculi 
diseases. 
LIKELIHOOD OF TAKING ACTION 
A client’s perception of susceptibility to disease, perception of 
seriousness of an illness, helps to determine the likelihood that the client 
will take part in healthy behaviors. In this study the likelihood of action is 
increased practices to prevent and reduce the renal calculi or decreased 
practices inducing the risk of renal calculi. 
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FIG-2.1: CONCEPTUAL FRAMEWORK BASED ON ROSENSTOCK’S AND BECKERS HEALTH BELIEF 
MODEL(1974)EVALUTE THE EFFECTIVENESS OF PLANNNEDTEACHING PROGRAMME ON RENAL 
CALCULI PATIENTS. 
Perceived benefits 
Prevent the renal calculi diseases 
Demographic variables 
Age, gender,occupational status, dietary 
method, socio-psychological 
variables Education status 
LIKELIHOOD OF ACTION INDIVIDUAL PERCEPTION MODIFYING FACTORS 
Minus 
Perceived barriers 
 Inadequate water intake 
 Lack of eating vegetables and fruits 
 Lack of control over dietary pattern 
 Not known about renal calculi 
Perceived susceptibility 
to diseases 
Lack of awareness about 
renal calculi diseases 
Perceived seriousness 
of(severity) of disease 
Patient understand that 
fluid intake and diet 
method can control the 
renal calculi diseases. 
Perceived threat of renal calculi disease  
risk factors: fluid intake, fluid habits, climate, 
occupation, vitamin A, hyperparathyroidism, 
infection of the urinary tract, prolonged illness 
and restricted movements, drugs, congenital 
malfunctions and stasis, hereditary 
 
Decreased awareness 
and inadequate water 
intake is key of renal 
calculi disease 
Increased awareness to 
prevent renal calculi 
Cues to action 
 Researcher used booklet to teach 
about to prevent the renal calculi 
disease 
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CHAPTER-III 
RESEARCH  METHODOLOGY 
 
Research methodology involves systematic procedures which the 
research starts from the initialIdentification of the problem to its final 
conclusion.The role of methodology consists ofprocedures and techniques for 
conducting a study. (Sharma,1990). 
This chapter deals with the methodology selected by the researcher to 
evaluate theeffectiveness of planned teaching program on renal calculi and its 
management among the renal calculi patients in selected hospitals at Salem. 
3.1 RESEARCH APPROACH   
A evaluative approach may be considered to evaluate the effectiveness of 
planned teaching program on renal calculi and its management among the renal 
calculi patients in selected Hospitals at Salem. 
3.2 RESEARCH DESIGN 
The term research design refers to the plan of scientific investigation. It 
helps the research in the selection of subjects, identification of variables,their 
manipulation and control,observation to be made,  type of statistical analysis to 
interpret the data. The overall plan for addressing research questions, including 
specifications for enhancing the integrity of the study. (Pilot.DF and Beck, 
2001). 
The research design adopted for the study was quasi experimental;pre- 
test and post- test with one group. 
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GROUP DAY 1 
 
DAY 2 DAY 3 
  
E O1 X O2 
Fig : 3.1 Schematic representation of research design 
Key – E:  Experimental group 
X –  planned  teaching programme on renal calculi and its management 
O1- pre test assessment of renal calculi and its management on day1 
O2 –post test assessment of renal calculi and its management on day30 
3.3 SETTING OF THE STUDY 
The physical location and conditions in which data collection takes place 
in a study. (POLIT DF, AND HUNGLER BP, 2009) 
       The study was conducted in Global Medical Center in Salem. The hospital 
deals only withrenal patients. It has a huge urology department where all the 
invasive and non- invasive proceduresare carried out. An average 20 to 30 
patients with renal calculi usually attend the urology OPDweekly. A free 
urology camp for 50 days was conducted at the time of data collection. 
3.4 DESCRIPTION OF VARIABLES 
According to Basavanthappa,  B.T.,(1999) a variable is a measurable or 
potentially measurable component of an object or event that may fluctuate in 
quantity or quality from one individual object or event of the same general 
class. The variables in this study are; 
3.4 (a) Dependent variable; 
The dependent variable is the variable; the researcher is interested in 
understanding, explaining, and proceeding. (Polit and Hungler 1999) 
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Dependent variables in this study are,. Planned teaching programme  on Renal 
calculi disease. 
3.4(b) Independent variable; 
According to Polit and Hungler,(1999) the independent variables are 
knowledge about renal calculi and its management .The independent variables 
are Booklet and charts. 
3.4 (C) Extraneous variable; 
The variables which are present in the research environment and interfere 
with research findings by acting as unwanted independent variable are known as 
extraneous variable (Wood and khan, 2009.) 
The extraneous variable in this study are age, gender, educational status,  
occupation, religion, dietary method. 
3.5 POPULATION 
The entire set of individuals (or) objects having the same common 
characteristics. (Polit and Hungler, 1999) In this present study,population 
consists of 60 patients ,who were diagnosed to have renal calculi and admitted 
in Global medical Centre Salem, in the time  data were collected. 
3.6 SAMPLE 
According to Polit, and Beck, (2002) sample is the subject of population 
selected to participate in research study. In this study sample refers to the 
patients who is diagnosed to have renal calculi and admitted in hospital. 
3.6.1. Criteria for Sample Selection; 
Samples are selected based on the following criteria; 
Inclusion criteria; 
1. Patients with renal calculi. 
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2. Who are admitted in the hospital. 
3. Who know to read and write Tamil or English 
4. Who are willing to participate. 
5. Who are above 20 years of age. 
Exclusion criteria; 
1. From medical and paramedical profession. 
2. With past history of renal  calculi. 
3.6.2 Sampling Technique and Sample Size; 
Sampling is the process of selecting a portion of population to represent 
the entire population. (Polit and Beck 2009) Convenience sampling technique 
was used in this study to select the sample .Sixty patientswho fulfilled the 
inclusion criteria were selected. 
3.7 DESCRIPTION, INTERPRETATION, VALIDITY AND 
RELIABILITY OF THE TOOLS 
The instruments selected in research must be vehicle that obtains best data for 
drawing conclusion to the study. (treece and treece ,1996)In this study 
researcher was prepared tools to collect data from the samples. The tools are, 
Tool 1: Demographical variables. 
Tool-2: structured knowledge questionnaire. 
Tool 1: Demographical variables; 
    Demographic variables,it contains age,gender,educational status, religion 
occupational status,dietary method. 
Tool-2:  structured knowledge questions to assess the knowledge of renal 
calculi and its management. 
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3.8 VALIDITY 
The structured knowledge questionnaire, along with objectives given to 
the five experts, in that five 3 from the field of nursing, and 2 from the medical 
experts.there were 25 items in the tool.There were 100%agreement for 25 
items.As this was found relevant and meaningful,the tool was translated in 
Tamil and translated back to English. 
3.9 RELIABILITY 
 For assessing the reliability of the tool, it was administered to 10 renal 
calculi patients who fulfilled the sampling criteria. Respondents did not find any 
difficulty in understanding and answering the questions. The reliability 
coefficient of the tool was calculated using split half method by spearman’s 
brown formula. The reliability of the tool was found to be 0.977 which was 
statistically significant. This indicates that tool was reliable and it was utilized 
for research. 
3.10 PILOT STUDY 
A pilot study is small scale version done in preparation for main study. 
(Polit and Hungler, 2008) 
         A pilot study was conducted in universal hospital Salem from 2.4.2018 to 
12.4 2018 among renal calculi patients.The study was conducted among 6 
samples.After receiving written permission from concerned authority,informed 
written consent was obtained from samples after explaining the purpose of study 
.the samples were selected by non probability convenience sample technique. 
   On first day demographic variables were collected by using structured 
questionnaire .after completing demographic variables planned teaching was 
given through booklet with pictures. The time spent for teaching was 60 
minutes. Doubts were cleared. The post test assessment was done on 30th day 
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with the same per test questionnaire. Statistical analysis of the pilot study 
reveals that there was significant difference between pretest knowledge and post 
test knowledge of renal calculi patients on renal calculi and its management. 
Time taken for the pretest was 15 -20 minutes and for posttest were 13-19 
minutes. 
The results study shows that the mean pre test score was (23.885).and the 
mean post test score was (35.27) its higher than mean pretest score. The SD 
calculated for pre test was (5.23). Its lower from the post test (20.27) SD 
calculated.The paired t value is 5.694 at df 2.45 at 0.05 level of significance. 
Which is lesser than the table value 2.77. 
    No modification were done after the pilot study at any level. 
3.11 DATA COLLECTION METHOD 
Date collection is the gathering of information needed to address a 
research study. (polit and hungler, 1999) 
      After receiving from the concerned authority, the data collection for this 
study was done from 23.6.2018 to 23.7.2018at Global medical centre 
Salem.Initially the researcher got written permission from the concerned 
authority after explaining the procedure and purpose of the study .By using non 
probability convenient sampling  technique 60 samples were selected.The 
researcher introduced herself to the samples and explains the purpose of the 
study.Informed written consent was obtained from the samples. Pretest test was 
admitted to each patients on various day followed by teaching programme. 
Charts and booklet were used to facilitate understanding of the teaching. The 
teaching was carried out in their ward .Duration of the teaching was 50 to 60 
minutes.The post test done on 30th day.Method of instruction adopted was 
lecture cum discussion.Compare to pre test score the post test score was higher. 
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3.12 PLAN FOR DATA ANALYSIS 
Analysis of quantitative data deals with information collected during 
research study,which can be quantified and statistical calculations can be 
computed.(sharma,1999) Collection data was organized,tabulated,and analyzed 
by using descriptive statistics (mean,standard deviation,mean score%)and 
inferential statistics (paired t test,chi-square test). 
SUMMARY 
This chapter dealt with the methodology undertaken fir the present study 
it include research approach,research design,setting of the study, variables, 
population, sample, sampling techniques,description and interpretation of 
tool,pilot study,data collection procedure and plan for data analysis. 
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CHAPTER – IV 
DATA ANALYSIS AND INTERPRETATION 
 The chapter deals with the descriptive and inferential analysis of data 
collected from the samples in Salem Global medical centre to compare the 
effectiveness of planned teaching progaranmme on renal calculi and its  
management among renal calculi patients.  
4.1. PRESENTATION OF DATA  
SECTION : 1Description of the demographic variables of the samples.  
SECTION : II: Analysis and comparison of mean pretest and mean post test of 
renal calculi knowledge among samples.  
a) Analysis of pretest and post leve of knowledge among renal calculi 
patient.  
b) Compare the mean pretest knowledge and mean post test knowledge 
among the samples.  
SECTION : III: Item wise analysis and comparison of pre test and post test 
among the Renal Calculi Pahenk.  
SECTION : IV :Association of selected demographic variables with mean pre 
test knowledge among Renal Calculi patients.  
a) Association between the mean pre test knowledge among renal calculi 
patients with their age. 
b) Association between the mean pre test knowledge among renal calculi 
patients with their gender.  
c) Association between the mean pre test knowledge among renal calculi 
patients with their education status.  
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d) Association between the mean pre test  knowledge among renal calculi 
patients with their occupation   
4.1.1 SECTION : 1FREQUENCY AND PERCENTAGE DISTRIBUTION 
OF SAMPLES ACCORDING TO THEIR DEMOGRAPHIC VARIABLES  
This section deals with the analysis of demographic variables of the 
samples according to the frequency and percentage wise distribution. 
Table -4.1; Frequency and percentage distribution of samples based on 
their demographic variables. 
                  n=30 
S.No Demographic variables Frequency 
(f) 
Percentage 
(%) 
1. Age in years 
a) 21 -35  
b)  36-50 
c) 51-65 
d) above 66 years 
 
 
 
13 
13 
2 
2 
 
43.33% 
43.33% 
6.6% 
6.6% 
2. 2. Gender 
a) Male 
b) Female 
 
15 
15 
 
50% 
50% 
 
3. Educational Background 
a) No formal Education 
b) Primary education 
c) Secondary education 
d) Higher secondary education 
e) Under graduate 
f) Post graduate 
 
 
1 
6 
7 
15 
1 
 
 
3.3% 
20% 
23.33% 
50% 
3.3% 
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4. Occupational Status 
a) Self employed 
b) Professional 
c) Home maker 
d) Agriculture 
 
12 
7 
8 
3 
 
40% 
23.33% 
26.66% 
10% 
5. Religion 
a) Hindu 
b) Muslim 
c) Christian 
d) Others(Specify) 
 
27 
27 
7 
 
100% 
6.6% 
23.33% 
6. What is your food pattern? 
a) Vegetarian 
b) Non vegetarian 
 
 
30 
 
 
100% 
 
Table 4.1 shows the distribution of samples according to their 
demographic variable, majority 13(43.33) were in the age group of 21-35 years 
and 36-50 years. 2 (6.6%) were in the age group of 50-65 years and above 66 
years.   
In this study male and female equally participated the male were 15(50%) 
and Female were 15(50%) regarding educational status only 1 (3.3%) sample 
had no formal education, 6(20%) samples had primary education, and 
7(23.33%) samples had higher secondary education, 15(50%) samples were 
under graduate the final sample post graduate 1(3.3%).  
 In occupational status the self employed 12(40%) samples, professional 
7(23.33%) samples and Home maker 8 (26.6%) samples the agriculture samples 
was 3(10%).  
 It religious aspects the Hindu Religion samples was majority 27(100%) 
compare to Christian samples 7(23.33%) the Muslim religion samples was less 
2(6.6%) when coming to dietary pattern the majority of samples was non 
vegetarian 30(100%).  
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4.1.2 : SECTION : II ANALYSIS AND COMPARISON OF MEAN PRE 
TEST AND POST TEST OF RENAL CALCULI PATIENT 
KNOWLEDGE AND ITS MANAGEMENT  
 Their section deals with the details of analysis and comparison of one and 
pre test and mean post test of knowledge among renal calculi. Also the research 
hypothesis H1 will be analyzed to know the significance at p<0.05 level. To 
compare the difference of pre test and post test of knowledge the section was 
divided in to the following headings.  
4.1.2.1 SECTION :IIANALYSIS OF PRE TEST AND POST TEST 
LEVEL OF KNOWLEDGE AMONG RENAL CALCULI PATIENTS.  
 Their section deals with the bar presentation of the percentage wise pre 
and post distribution of samples based on pre test and post test level of 
knowledge on renal calculi. 
 
Fig : 4.1 Analysis of pre test and post test level of knowledge among renal 
calculi patients. 
 
8 
13 
18 
24 
0 0 
0
5
10
15
20
25
30
pre test post test
In adequate Moderate Adequate
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 The above Fig 4.1 shows that scores pre and post test score of knowledge 
among renal calculi samples. Depicts that during pre test the majority score was 
18(31.66%) and the lower score was 8(33.3%) had inadequate knowledge 
among renal calculi. In post test 14(40%) and 13(21.66%) samples were had 
moderate knowledge level among renal calculi.  
4.1.2.2 SECTION – II (B) COMPARE THE MEAN PRE TEST 
KNOWLEDGE SCORE AND POST TEST KNOWLEDGE AMONG 
RENAL CALCULI SAMPLES.  
 In this section mean standard deviation range, mean percentage and 
paired ‘t’ value of score of knowledge score among the samples were analyzed, 
hypotheses H1 will be tented to find out the significance at p<0.05 level.  
HYPOTHESES H1 : 
 The mean post test knowledge score on renal calculi and its management 
will be significantly lighter than the mean pre test knowledge score among renal 
calculi patients at selected hospitals in Salem.  
To test the hypothesis H1 the following null hypothesis H0(1) was formulated.  
NULL HYPOTHESIS H0(1): 
 There is no significant difference between the mean pretest and post test 
knowledge and its management score on renal calculi.  
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TABLE 4.2: MEAN STANDARD DEVIATION, RANGE, MEAN, 
PERCENTAGE AND PARCELS ‘T’ VALUE OF SCORES ON THE 
RENAL CALCULI PATIENTS KNOWLEDGE AND ITS 
MANAGEMENT 
S.No Groups Mean SD df Table paired ‘t’ 
value 
1 Pre test 21.885 4.098  
2.26 
 
2.37 
 
9.579 2 Post test 31.774 3.895 
Significance at p<0.05  
 Table : 4.2 shows that the mean post tent knowledge score (31.774%) war 
higher than the mean pre test knowledge age score (21-885%). The mean 
difference between pre test and post test knowledge score was 9.889. The paired 
‘t’ value (9.579) is greater than table value. (2.37) at 0.05 level of significance. 
Hence research hypotheses H1 is accepted and null hypotheses H0(1) is not 
accented. That indicate that planned teaching knowledge and its management of 
renal calculi was effective.  
4.1.3 SECTION : III ITEM WISE ANALYSIS AND COMPARISON OF 
PRETEST AND POST TEST KNOWLEDGE ON RENAL CALCULI  
TABLE :4.3 ITEM WISE DISTRIBUTION OF DATA 
 
S.No Items Pre test 
 
Post test  
F % F % 
1 How many kidneys do most people 
have? 
a) One  
b) Two  
c) Three 
 
 
1 
29 
0 
 
 
3.33 
96.66 
0 
 
 
0 
30 
0 
 
 
0 
100 
0 
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2 What is the main function of kidney? 
a) Digestion of food  
b) Stores waste products 
c) Remove the waste products from 
the body  
 
2 
2 
 
26 
 
6.66 
6.66 
 
86.66 
 
 
4 
3 
 
23 
 
 
13.33 
10 
 
76.66 
3 Which of the following substance from 
the urinary stone? 
a) Vitamins  
b) Minerals  
c) Blood clot  
 
 
18 
6 
6 
 
 
60 
20 
20 
 
 
19 
5 
6 
 
 
63.33 
16.66 
20 
4 How does hot climate contribute to 
stone formation? 
a) Due to increase absorption of 
solutes during high temperature  
b) Due to excessive sweating leading 
to thick blood concentration  
c) Due to loss of appetite during hot 
season 
 
 
7 
 
12 
11 
 
 
23.33 
 
40 
36.66 
 
 
5 
 
22 
3 
 
 
 
16.66 
 
73.33 
10 
 
5 Which of the following liquid foods 
helps in urinary stone formation? 
a) Coconut water             
b) Weak tea     
c) Pepsi     
 
 
10 
6 
14 
 
 
33.33 
20 
46.66 
 
 
2 
10 
18 
 
 
6.66 
33.33 
60 
 
Who are the people more prone to form 
urinary stone? 
a) People with sedentary lifestyle 
b) People who work in the direction 
almost everday.  
c) People who work in factory  
 
7 
12 
 
11 
 
23.33 
40 
 
36.66 
 
1 
23 
6 
 
3.33 
76.66 
20 
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7 Why do you need to drink excess 
amount of water when you consume 
excess green  leafy  vegetables? 
a) Water helps in digestion      
b) Water helps in absorption of 
minerals 
c) Water helps in the excretion of 
excess minerals      
 
 
9 
6 
 
15 
 
 
30 
20 
 
50 
 
 
3 
7 
 
20 
 
 
10 
23.33 
 
66.66 
 
8 Which of the following is the warning 
sign for urinary stone? 
a) sudden, sharp, severe pain in flank  
b) Gradual, mild pain in abdomen  
c) Severe, fluctuating pain pelvic 
region  
 
 
11 
6 
13 
 
 
 
 
36.66 
20 
43.33 
 
 
20 
4 
6 
 
 
 
66.66 
13.33 
20 
 
9 What measure you will take when you 
suspect stone in the urinary pathway? 
a) Take self medication  
b) Rely on friends / relatives  
c) Seek medical care  
 
 
4 
4 
22 
 
 
13.33 
13.33 
73.33 
 
 
3 
5 
22 
 
 
10 
16.66 
73.33 
10 Within what time you will seek medical 
help after the onset of pain? 
a) Immediately after the pain  
b) After the second attack of pain  
c) After one week of onset of pain  
 
18 
5 
7 
 
 
60 
16.66 
23.33 
 
 
22 
05 
33 
 
 
73.33 
16.66 
10 
11 What is the means to prevent 
recurrence of urinary stone? 
a) Drinking little water  
b) Drinking liberal water  
c) Eating little food  
 
0 
29 
1 
 
0 
96.66 
3.33 
 
 
0 
30 
0 
 
 
0 
100 
0 
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12 How much water should be taken daily 
by the patient with urinary stone 
approximately? 
a) 1000-2000 ml  
b) 2001-3000 ml  
c) 3001-4000 ml  
 
 
6 
18 
6 
 
 
20 
60 
20 
 
 
10 
5 
15 
 
 
33.33 
16.66 
50 
13 Which of the following is rich raw 
vegetables? 
a) Carbohydrate  
b) Fats  
c) Fiber  
 
6 
11 
14 
 
 
20 
36.66 
46.66 
 
8 
4 
18 
 
26.66 
13.33 
60 
14 Which of the following fruit is rich in 
calcium? 
a) Guava  
b) Apple 
c) Lime  
 
 
19 
9 
2 
 
 
63.33 
30 
6.6 
 
 
6 
5 
19 
 
 
20 
16.66 
63.33 
15 Which of the following food items helps 
in the excretion of urinary stone? 
a) Black pepper  
b) Tamarind  
c) Jaggery  
 
 
10 
8 
12 
 
 
33.33 
26.66 
40 
 
 
1 
25 
4 
 
 
3.33 
83.33 
13.33 
16 Which of the following measure should 
be taken urinary stone formation for 
the patients who are bed ridden? 
a) Reducing food intake  
b) Reducing fluid intake  
c) Changed position frequently  
 
 
 
11 
12 
7 
 
 
 
36.66 
40 
23.33 
 
 
 
9 
3 
18 
 
 
 
30 
10 
60 
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17 Why do you need to avoid animal 
protein if you are diagnosed as having 
urinary stone? 
a) Accumulation of minerals in the 
urinary pathway 
b) Increase production of urine  
c) Causes stagnation of urine 
 
 
 
18 
 
3 
9 
 
 
 
60 
 
10 
30 
 
 
 
18 
 
07 
05 
 
 
 
 
60 
 
23.33 
16.66 
18 What will happen if we consume excess 
salt in our food? 
a) Increase body weight  
b) Increases the calcium absorption  
c) Decreases blood pressure 
 
 
12 
6 
12 
 
 
40 
20 
40 
 
 
9 
12 
9 
 
 
30 
40 
30 
19 Which of the following is the richest 
source of calcium? 
a) Potato  
b) Tomato  
c) Cabbage  
 
 
8 
12 
10 
 
 
26.66 
40 
33.33 
 
 
20 
10 
0 
 
 
66.66 
33.33 
0 
 
20 Which of the following drinks will you 
avoid if you are diagnosed to have 
calcium stone? 
a) Watermelon  
b) Barley water  
c) Milk 
 
 
 
7 
12 
11 
 
 
 
23.33 
40 
36.66 
 
 
 
5 
2 
23 
 
 
16.66 
6.66 
76.66 
21 What is the problem if you consume 
food rich in sugar? 
a) Decreases the production of urine  
b) Increases the concentration of urine  
c) obstruct the flow of urine  
 
 
15 
7 
8 
 
 
50 
23.33 
26.66 
 
 
5 
15 
10 
 
 
 
16.66 
50 
33.33 
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22 Which of the following types of fish is 
rich in calcium? 
a) Small fish with bone  
b) Big fleshly fish  
c) Medium size fish  
 
 
7 
14 
9 
 
 
23.33 
46.66 
30 
 
 
18 
10 
2 
 
 
 
60 
33.33 
6.66 
23 Why do you need to avoid eating betel 
leaves with lime? 
a) It increase the chances of dental 
caries.  
b) It increases the calcium content of 
the body  
c) It increases the chances of mouth 
ulcer  
 
 
 
13 
 
7 
 
10 
 
 
 
43.33 
 
23.33 
 
33.33 
 
 
 
6 
 
22 
 
2 
 
 
 
20 
 
73.33 
 
6.66 
24 Why should a person with urinary 
stone need to avoid drinking alcohol? 
a) Alcohol cuases excessive excretion 
of urine  
b) Alcohol decreases the excretion of 
minerals.  
c) Alcohol may deposits minerals in 
Urinary path way 
 
 
18 
 
4 
 
8 
 
 
60 
 
13.33 
 
26.66 
 
 
11 
 
17 
 
02 
 
 
36.66 
 
56.66 
 
6.66 
25 Which one of the following should you 
need to drink more if you had taken the 
foodstuff that are supposed to restrict? 
a) Commercial drinks  
b) Clear water 
c) Tea 
 
 
 
0 
30 
0 
 
 
 
0 
100 
0 
 
 
 
0 
30 
0 
 
 
0 
100 
0 
 
 The above table 4.3 shows in regarding with tool since we concluded the 
value of pre test and post test are, the value of pre test item 1-25 was lower than 
the post test value of renal calculi patient there was no significant between pre 
and post test value.  
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4.1.4. SECTION : VI : ASSOCIATION OF SELECTED DEMOGRAPHIC 
VARIABLES WITH MEAN PRE TEST KNOWLEDGE AMONG 
RENAL CALCULI 
 This section deals with the details of association of the pretest level of 
knowledge regarding renal calculi with their selected demographic variables. It 
was associated by using chi-square test. 
 The cross tabulation analysis was employed effectively and the result of 
chi-square analysis was observed.  
SECTION – VI (A) : ASSOCIATION BETWEEN THE PRETEST 
KNOWLEDGE SCORE ON RENAL CALCULI AND ITS 
MANAGEMENT AMONG RENAL CALCULI PATIENTS WITH THEIR 
AGE.  
Research hypotheses H2 (a) 
 There significant association between the pre test knowledge score on 
renal calculi and its management among renal calculi patients with their age.  
 To felt hypothesis H2(a) following null hypothesis H2(a) was formulated.  
TABLE 4.4 : CHI –SQUARE ASSOCIATION BETWEEN THE PRE 
TEST LEVEL OF KNOWLEDGE REGARDING RENAL CALCULI 
WITH THEIR AGE  
                          n=30 
S.No Demographic 
variable  
Chi-Square 
value  
df Table value 
1 Age 2.299 3 2.37 
 Date presented in the table 4.4 reveals the calculated chi-square value 
(2.99) was highest than the table value (2.37) at p<0.05 level of significance. 
Which indicate that there was significant association between there was 
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significant association between pre test level of knowledge regarding renal 
calculi with their age. 
 Hence the hypotheses H2(a) was accepted and null hypotheses was 
rejected.  
SECTION VI (B) : ASSOCIATION BETWEEN THE PRE TEST LEVEL 
OF KNOWLEDGE REGARDING RENAL CALCULI AND ITS 
MANAGEMENT WITH THEIR EDUCATIONAL STATUS.  
Research hypothesis H2(c)  
 There is significant association between the pre test knowledge score on 
renal calculi and its management with their educational status.  
 To test hypothesis H2(c) following null hypothesis H2(c) was formulated.  
Null Hypothesis H2(c) 
 There is no significant association between the pre test level of 
knowledge regarding renal calculi and its management.  
TABLE 4.5: CHI-SQUARE ASSOCIATION BETWEEN THE PRE TEST 
LEVEL OF KNOWLEDGE REGARDING RENAL CALCULI AND ITS 
MANAGEMENT WITH THEIR EDUCATIONAL STATUS  
                 n=30 
S.No Demographic Chi Square 
value 
df Table value 
1 Education  8.36NS 4 9.49 
NS- Significant p<0.05 value  
 Date presented in the tabled 4.5 revel an educational status that calculated 
chi-square value for pre test knowledge is 8.36 is lesser than the table value 
(9.49) at p<0.05 level of significance, which indicate that there is no significant 
association between pre test level of knowledge regarding renal calculi and its 
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management with their educational status.  
 Hence null hypotheses H2(a) was accepted and research hypothesis H2d 
was rejected.  
SECTION VI (D) :Association between the pretest level of knowledge 
regarding renal calculi and its management with them occupation . 
Research hypothesis H2(d)  
There is significant association between the pre test knowledge. Score on renal 
calculi and its management with their occupational status.  
To test hypothesis H2 d following null hypothesis H2a formulated.  
Null Hypothesis Hvi(d) :   
 There will be a significant difference between pre test and post test 
knowledge regarding renal calculi and its management with their occupation.  
TABLE 4.6 : CHI –SQUARE ASSOCIATION BETWEEN THE PRE 
TEST LEVEL OF KNOWLEDGE REGARDING RENAL CALCULI 
AND ITS MANAGEMENT WITH THEIR OCCUPATIONAL STATUS  
                   n=3 
S.No Demographic Chi Square 
value 
df Table value 
1 Occupation 9.24NS 3 9.84 
NS-not significant at p<0.05 
 Data presented in the table 4.6 reveal that chi-square value (9.24) of 
occupational status is lesser than the table value (9.84)at<0.05  significant which 
indicate that the is no signifianct association between pretest level with their 
occupational level regarding renal calculi and its management.  
 Hence the null hypothesis H2d was accepted and research hypothesis 
rejected.  
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SUMMARY  
 This chapter dealt with the analysis and interpretation of the data on renal 
calculi and its management among renal calculi patient. Here the distribution of 
demographic variables and knowledge score level were assessed. The 
hypothesis was tested. The association between mean pre test and mean posttest 
level on management of  renal calculi with their selected demographic variable 
were also assessed.  
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CHAPTER –V 
DISCUSSION 
 The aim of the study was to evaluate the effectiveness of planned of 
teaching programme on renal calculi and its management among renal calculi 
patients in selected hospitals at Salem.  
 This chapter deals with the discussion of major research findings with 
supportive study findings based on each objective.  
 The study was quasi experimental, pre and post test with one group 
design. The study samples consisted of 60 among renal calculi patients.  
5.1 OBJECTIVE 1 : 
 To plan and validate the planned teaching programme on renal 
calculi and its management for the patients with renal calculi. 
 In this study booklet used to teach the management of renal calculi. The 
researcher prepeered the planned teaching programme boned oh review of 
literature, expert guidance and personal experience. It was validated by five 
experts planned teaching programme to manager the renal calculi. It was 
prepared to increase lthe awareness to improve the renal calculi patients 
knowledge. The booklet included the information of renal calculi causes, 
symptoms, dietary pattern  
 The result was supported by the following study,  
 A study was conducted by Miss.Jayaprabha.P.J, (2012) to assess the 
effectiveness of structured teaching programmed on renal calculi and its 
management among the renal calculi patient. For this study the researcher took 
60 renal calculi patients. The study research there is no significant difference 
between pre test and post test score.  
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5.2. OBJECTIVE : 2: 
 To determine the pre test knowledge of the renal calculi patients 
regarding renal calculi and its management. 
 In this study the pre test knowledge were assessed by using structured 
knowledge questionnaire assessment of practice on causes dietary pattern. The 
overall mean pre test score percentage among renal calculi patients (16.797%) 
the pre test SD score was (4.09).  
5.3 OBJECTIVE : 3 
 To evaluate the effectiveness of planned teaching programme on 
renal calculi and its management.  
 In this study the post test knowledge were assessed by using the planned 
teaching programme. On Renal calculi samples.The among renal calculi patient 
was (31.774%). The calculated paired ‘t’ value for practice score was found to 
be ‘t’ =9.575 and the table value is 2.26. It shows that was significant at p<0.05 
level.  
 The result was supported by the following study.  
 A study of conducted by Tom Jose (2011), To evaluate the effectiveness 
of self instructional model on knowledge regarding prevention of renal calculi 
among B.Ed student in N.D.R.K. College for this study the researcher took 60 
samples. The study was pre experimental design one group pre and post test. 
The study result shows that there is significant different in mean pre test and 
post test score level.  
5.4 OBJECTIVE : 4 
 Find the association of post test knowledge on renal calculi and its 
management with their selected demographic variables.  
 In this study the associates was analyzed by using chi-square between pre 
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test and post test knowledge with their selected demographic variables. The 
finding shown that there is no significnate association between the pre and post 
test. Knowledge score with their age, educational status, occupation, gender, 
religion and dietary method.  
SUMMARY : 
 This chapter dealt with the discussion of the research findings with 
supportive study based on each objective.  
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CHAPTER – VI 
SUMMARY, MAJOR FINDINGS, IMPLICATIONS 
RECOMMENDATIONS AND CONCLUSIONS 
 This chapter is divided into two sectional in the first section  summary of 
the study findings and conclusions are presented. In the second section the 
implication in various areare of nursing practice, nursing education, nursing 
administration nursing research and recommendation further study pre present.  
6.1 SUMMARY OF THE STUDY : 
 The main objectives of the study was to evaluate the effectiveness of 
planned teaching programme on renal calculi and its management among renal 
calculi patients in selected hospital at Salem and also decimation was done 
between pre and post test knowledge score and their selected demographic 
variable Rosentoch’s and Becker’s Health belief model (1974) was chosen for 
conceptual frame work for their study.  
 A Quasi experimental pre test and post test with one group design in as 
used to among the knowledge and its management on renal calculi.  
 The tool selected for the parent study was demographic variable, and 
structured knowledge questions about renal calculi design.  
 Booklet prepared for planned teaching programme on renal calculi. 
Lecture cum discussion method was used. The tool were validated by 5 experts. 
The reliability value for self reported practice checklist was 0.97. The reliability 
relve was 1.0. 
 Initially the researcher got the permission from the concerned authority. 
Then the population was identified, from the renal calculi patients. who fulfil 
the sampling criteria were selected by using non. Probability convient sampling 
technique. The total sample size was 60 patient. After explaining the purpose, 
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the researcher obtained written consent from the samples. After the pilot study 
data collection was done. On first day the demographic variables were collected. 
Booklet and planned teaching lesion were reached to renal calculi patients. The 
doubts were classified. The 30th day post test assessment was done. The data 
were analyzed by the wet of descriptive and inferential statistics and interpreted 
in the terms of objective and hypothesis of the study.  
6.2. MAJOR FINDINGS OF THE STUDY  
6.2.1 Demographic variables : 
 In age out of 30 samples majority of 13(43.33) samples belongs to the 
age group of (21-35 years) and (36-50 years).  
 the regarding gender out of 30 samples both gender as equally 
distribution 15(50%).  
 In the educational background out of 30 samples majority of 50% 
samples belongs to the under graduate education background.  
 In the occupation status of 30 samples majority of 12(40%) samples 
belongs to self employed.  
 In the religion out of 30 samples the higher 27(100%) samples from non 
vegetarian. 
6.2.2 Finding the effectiveness of planned teaching programme on renal 
calculi knowledge and its management among renal calculi samples 
 Mean post tent knowledge score (31.774%) war higher than the mean pre 
test knowledge age score (21-885%). The mean difference between pre test and 
post test knowledge score was 9.889. The paired ‘t’ value (9.579) is greater than 
table value. (2.37) at 0.05 level of significance. 
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6.2.3. Finding realted to association and their selected demographic 
variables : 
1. There was singinficant association between pre test level of knowledge 
regarding renal calculi with their age. (𝒙𝟐 = 𝟐. 𝟗𝟗 > 𝒕𝒂𝒃𝒍𝒆 𝒗𝒂𝒍𝒖𝒆 𝟐. 𝟑𝟕) at p<0.05 level.  
2. There was no significant association between the mean pre test level of 
knowledge regarding renal calculi with their educational status(𝒙𝟐 =𝟖. 𝟑𝟔 < 𝒕𝒂𝒃𝒍𝒆 𝒗𝒂𝒍𝒖𝒆 𝟗. 𝟒𝟗) at p<0.05 level. 
3. There was no significant association between the mean pre test level of 
knowledge regarding renal calculi with their occupational status(𝒙𝟐 =𝟗. 𝟐𝟒 < 𝒕𝒂𝒃𝒍𝒆 𝒗𝒂𝒍𝒖𝒆 𝟗. 𝟖𝟒) at p<0.05 level. 
6.3 Implications  
 Health is wealth is a saying and it is truth. It is the responsibility and right 
of every individual to attain a state of health. A large number of diseases could 
be prevented with little or no medical intervention if people were adequately 
informed about the likely complications and encourage to take timely and 
necessary precautions.  
 The findings of the study have implications for nursing practice; nursing 
education; research; and nursing administration. 
6.3.1.Implications for nursing practice :  
The present study has several implications for nursing practice. Planned 
teaching programme on renal calculi and its management is a practical strategy 
to make the patients aware of their disease and to reduce the recurrence of the 
disease and thus reduce complications and also help them to take self-
responsibility for their own health.  
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Health promotion is one of the major roles a nurse has to play; hence its 
accountability has to be stressed. Patient education is a process of assisting 
people to learn and incorporate health related behaviour into every day like. The 
educative role of the nurse has to be emphasized. Educative teaching may 
motivate clients to practice self care.  
The patients suffering with renal calculi are under severe psychological 
stress as well as depression because of their severe pain and their 
hospitalization. Providing teaching programme helps them better in their 
adjustment psychologically by instilling confidence in them to prevent the 
complications.  
Health information can be imparted through various methods like lecture, 
mass media, pamphlet, self instructional module etc. Any teaching strategy 
which is simple, clear and attractive makes interested learners to follow the 
instructions easily. Nurses have to impose themselves in all the areas of 
community health practices, so as to help people in leading healthy lifestyle by 
preventing health problems.  
6.3.2. Implication of Nursing Education : 
The present study has got nursing implication in nursing education since 
today's nursing students are tomorrow's staff nurses, educators, administrators 
and supervisors. Nursing teachers should emphasize the importance of health 
education and the methods of imparting education in an effective way during 
students learning period. Students should get opportunities to give health 
education in an appropriate way during their clinical practice.  
In the present era of primary health care more emphasize is given for 
developing self care abilities of the individuals. Nursing education should 
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emphasize more on preparing prospective nurses to impart health information 
and assist the community in developing their self care potentials. This can be 
best done by equipping the nursing curriculum with the knowledge regarding 
dissemination of health information used in various methods of education 
technology. The planned teaching programme prepared and examined by this 
study for its effectiveness in improving the knowledge of patients with renal 
calculi about renal calculi and its management is the proof by itself. As the 
effectiveness of this teaching plan is well established, this may be used in 
patients as well as students' learning.  
6.3.3. Implication of nursing administration 
Nurses as administrators should take great interest for calculating short long 
term policies in an organization or institution. The patients who are visiting the 
hospital should gain some kind of health information according to their needs.  
The nurse administrators should take initiative in organizing in service 
education programme for nurses and motivate nurses to participate in such 
activities. Nursing administrators will serve as a resource person for other 
nurses, students, clients and relatives. The nurse administrators should see that 
enough support is provided in terms of manpower, money, and materials for 
disseminating health information. Periodical educational sessions by health 
personals should be conducted. Health camps can be conducted and referrals 
should be cared adequately. The study findings have shown clearly that the 
responsibility of nurse administrators in organizing in service education on such 
topics is of importance.  
 
 
 55 
 
6.3.4 Nursing research  
There is a great scope for nurses to conduct research in this area to find 
the effectiveness of various strategies to educate the patients, their care givers, 
and the public at large. Research should be done on preparation on innovative 
method of teaching, better practice of nursing care and development of good 
and effective teaching material.  
Research can also focus in specific area of renal calculi's management 
and on specific area of prevention of recurrence of renal calculi, preparation of 
booklet on renal calculi and its management, survey to find the incidence of 
renal calculi and related complications, self instructional module on renal 
calculi and its management, survey to assist the psychosocial problems of 
patients with renal calculi. In fact, this study has helped to open avenue to a new 
area for nursing research.  
6.5 LIMITATION : 
 The limitations recognized in the study are:  
1. The study did not control group. Hence, the result of the study must be 
generalized with caution as there is internal validity due to history.  
2. Incidnetal teaching by the nurses, doctors, and other health team members 
could not be controlled in between pretest and posttest because of ehical 
reason.  
3. The sample being convenient on limits generalization tolarger population 
with similar characteristic.  
4. The time gap between pre test and post test was 30 days.  
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6.6 RECOMMENDATIONS : 
1. On the basis of the findings of the study, it is recommended that  
2. A similar study be replicated on a larger sample with a control group.  
3. A similar study be replicated for patients with specific type of renal 
calculi.  
4. A longitudinal follow up study be conducted after three months to 
determine the effectiveness of this planned teaching programme on renal 
calculi and its management, in terms of gain in knowledge and change in 
dietary practices of patients with renal calculi.  
5. A comparative study be done to find the effectiveness the teaching 
programme and other teaching strategy like self instructional module on 
renal calculi and its management, in bringing gain in knowledge and 
change in dietary practices of patients with renal calculi.  
6. A survey study can be conducted to fmd the incidence of renal calculi and 
related complications.  
6.7 CONCLUSION : 
The planned teaching programme was effective in improving the knowledge 
and its management of renal calculi dieases among renal calculi patients.  
6.8 SUMMAY : 
 The chapter deals with the summary major finding implication, 
limitations, recommendations and conculsion of the study.  
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ANNEXURE- I 
LETTER SEEKING PERMISSION TO CONDUCT 
RESEARCH STUDY 
From 
 Mrs .D. Cristy Kamalam, 
  II-Year M.Sc.(N) Student, 
  Shanmuga College of Nursing, 
 24,Saradha  College Road, 
Salem-636007. 
To 
  The Chairman, 
  Global Medical Center, 
Salem-636302. 
 
Through 
 The Principal, 
Shanmuga College of Nursing, 
 24,Saradha College Road, 
Salem-636007. 
 
Respected Madam, 
  Sub: Request for permission to conduct research study-Reg. 
            I, Mrs .D.Cristy Kamalam, II year M.Sc (N) student  Shanmuga  College of Nursing 
Salem. As a partial fulfillment of M.Sc (N) programme, I have under taken the following 
research study,  which has to be submitted to The Tamil Nadu Dr. M.G.R. Medical 
University, Chennai. 
STATEMENT OF THE PROBLEM 
           A study to evaluate the effectiveness of planned teaching programme on renal 
calculi and  its  management  among  the renal calculi patients in a selected hospital at 
Salem. 
So I kindly request you to permit to conduct the research study in your hospital and 
provide necessary facilities and I plan the data collection period for six weeks. Hereby I am 
stating,my presence will not intereferethe hospital routine, please do the needful. 
 
 
Place : Salem                                                                                   yours faithfully, 
                                                                                                    (Mrs. D. Cristy Kamalam ) 
Date :  
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ANNEXURE-II 
LETTER SEEKING EXPERT OPINION ON CONTENT VALIDITY OF 
TOOLS AND INDEPENDENT VARIABLE 
 
From, 
 Mrs. D. Cristy  kamalam,  
  II –Year M.Sc.(N) Student,                                                                                                                       
  Shanmuga College of Nursing, 
24,Sarada college road, 
Salem-636007. 
To,   
 
Through 
The Principal,          
 Shanmuga College of Nursing, 
24,Sarada college road,         
Salem-636007. 
Respected Sir/Madam 
                                Sub: Expert opinion on content validity of the tool 
 
I, Mrs D. Cristy  Kamalam II Year M.sc.(N), Shanmuga college of Nursing, Salem 
as a partial fulfillment of M.Sc.(N) programme, I have under taken the following research 
study, which has to be submitted to the Dr. M.G.R. Medical University, Chennai. I am 
conducting “A study to evaluate the effectiveness of planned teaching programme on renal 
calculi and its management among the renal calculi patients in a  selected hospitals at Salem”. 
So I humbly request you to give me your valuable suggestions regarding the appropriateness 
of the tool. Kindly give your expert comments in the tool by using evaluation criteria. 
I also request you to kindly sign the certificate stating that you have validated the tool. Your 
kind co-operation and your judgement will be very much appreciated. 
                                     Thank you in anticipation. 
Place :yours faithfully, 
Date :        (D. CRISTY KAMALAM) 
Enclosures: 
1.Statement of the problem and objectives 
2.Tools 
3.Independent Variables 
4.Evaluation criteria for content validity tools and independent variables 
5.Content validity certificate  
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ANNEXURE-III 
LIST OF EXPERTS WHO VALIDATED THE TOOL AND 
INDEPENDENT VARAIABLES 
 
1. Dr.Mohan Babu, MS. (M.Ch)., 
Consultant Urologist,  
Vinayaka Mission Hi tech Hospital,  
Salem.  
 
2. Dr. T.Gnanasekaran MS, FRCS, Dipuro  
Surgeon,  
Global Medical Centre, Salem.  
 
3. Mrs. Sasikumar.S, Phd (N),  
Vice principal 
Vaidhegi institute of health science, 
Bangalore. 
4. Mrs.Sumathi, M.Sc (N),  
HOD, In Medical Surgical Dept. 
Dhanalakshmi Srinivasan College of Nursing,  
Perambalur. 
 
5. Mrs.Ramya, M.Sc (N),  
Reader,  
Srinivasan College of Nursing  
Permalur. 
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ANNEXURE – IV 
EVALUATION CRITERIA FOR VALIDITY OF TOOL 
Respected Sir/Madam, 
            I kindly request you to give me your valuable suggestions on the content 
of the tool(Developed by researcher).kindly go through the tool and give your 
response in the column given in the criteria table against each question. Criteria 
for each question can be concluded as agree/disagree/to be deleted, which will 
help in modification of the tool. 
TOOL – I: DEMOGRAPHIC VARIABLE 
 
ITEMS LEVEL OF 
ACCEPTANCE 
REMARKS 
AGREE DISAGREE 
Age in years 
a) 21 -35  
b)  36-50 
c) 51-65 
d) above 66 years 
   
Gender 
a) Male 
b) Female 
   
Educational Background 
a) No formal Education 
b) Primary education 
c) Secondary education 
d) Higher secondary education 
e) Under graduate 
f) Post graduate 
   
v 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Occupational Status 
a) Self employed 
b) Professional 
c) Home maker 
d) Agriculture 
   
Religion 
a) Hindu 
b) Muslim 
c) Christian 
d) Others(Specify) 
   
What is your food pattern? 
a) Vegetarian 
b) Non vegetarian 
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ANNEXURE – V 
PERCENTAGE OF AGREE / DISAGREE OF CONTENT VALIDITY OF THE TOOLS AND 
INDEPENDENT VARIABLES 
Dear sir/ Madam 
 Kindly go through the tool and give valuable response in the columns given in the table against each questions. 
I kindly request you to give your suggestions on the content of the tool. Please give your expert comments on the 
items you agree/disagree which will help in modification of tool.   
ITEMS LEVEL OF ACCEPTANCE Action taken modified 
/Retained /Deleted AGREE DISAGREE 
Age in years 
e) 21 -35  
f)  36-50 
g) 51-65 
h) above 66 years 
100% - Retained 
Gender 
c) Male 
d) Female 
100% - Retained 
vii 
 
 
Educational Background 
g) No formal Education 
h) Primary education 
i) Secondary education 
j) Higher secondary education 
k) Under graduate 
l) Post graduate 
100% - Retained 
Occupational Status 
e) Self employed 
f) Professional 
g) Home maker 
h) Agriculture 
100% - Retained 
Religion 
e) Hindu 
f) Muslim 
g) Christian 
h) Others(Specify) 
100% - Retained 
What is your food pattern? 
c) Vegetarian 
d) Non vegetarian 
100% - Retained 
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SECTION – B TOOL : II: EVALUATION CRITERIA CHECKLIST OF TOOL REQUESTING  
SUGGESTIONS AND OPINION FROM EXPERTS  
INSTRUCTRIONS:  
 I kindly request you to go through the tools and give your response and valuable suggestions for each questions 
in the tool. Please render your expert comment on each item as your agree/disagree which will helps me in modifying 
the tool.  
S.NO Criteria Level of acceptance Action taken 
modified 
/Retained 
/Deleted 
Agree Disagree 
 
 
1. 
Lesson plan on planned teaching programme on renal 
calculi and its management 
What are the structures involved in the formation and 
excretion of urine? 
 
 
100% 
 
 
- 
 
 
Retained 
2. What is the function of kidney? 100% - Retained 
3. What do you mean by urinary stone? 100% - Retained 
ix 
 
4.  List the causes of urinary stone 100% - Retained 
5. What are the problems that develop due to urinary stone? 100% - Retained 
6. How will you confirm the presence of urinary stone? 100% - Retained 
7. What are the types of urinary stone? 100% - Retained 
8. What is the management of urinary stone? 100% - Retained 
9. When does a person need surgery for urinary stone? 100% - Retained 
10. Why do you need to take large amount of fluid for 
prevention of urinary stone? 
100% - Retained 
11. How does hot weather increases the chances of the urinary 
stone? 
100% - Retained 
12. How does hyperparathyroidism lead to urinary stone? 100% - Retained 
13. Mention some of the foods rich in-calcium, uric acid, 
phosphorus and oxalate. 
100% - Retained 
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EVALUATION CRITERIA FOR CONTENT VALIDITY OF 
INDEPENDENT VARIABLE 
Respected sir/madam, 
             Kindly go through the content prepared for planned teaching 
programme on renal calculi and its management among the renal calculi 
patients. So i kindly request you to give your suggestions on the content of the 
lesson plan which will be helpful for me in modifying tool. 
S.NO                               Criteria Level of acceptance Remarks 
Agree Disagree 
 
 
1. 
Lesson plan on planned teaching 
programme on renal calculi and its 
management 
What are the structures involved in the 
formation and excretion of urine? 
 
  
2. What is the function of kidney? 
 
  
3. What do you mean by urinary stone? 
 
  
4.  List the causes of urinary stone 
 
  
5. What are the problems that develop due to 
urinary stone? 
 
  
6. How will you confirm the presence of urinary 
stone? 
 
  
7. What are the types of urinary stone? 
 
  
xi 
 
8. What is the management of urinary stone? 
 
  
9. When does a person need surgery for urinary 
stone? 
 
  
10. Why do you need to take large amount of fluid 
for prevention of urinary stone? 
 
  
11. How does hot weather increases the chances 
of the urinary stone? 
 
  
12. How does hyperparathyroidism lead to urinary 
stone? 
 
  
13. Mention some of the foods rich in-calcium, 
uric acid, phosphorus and oxalate. 
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ANNEXURE-VI 
CONTENT VALIDITY CERTIFICATE 
I hereby certify that I have validated the tool of Mrs. Cristy Kamalam, 
M.Sc,(N),II-year, Shanmuga College of Nursing,who is undertaking the study 
on “A STUDY TO EVALUATE THE EFFECTIVENESS OF PLANNED 
TEACHING PROGRAMME ON RENAL CALCULI AND ITS 
MANAGEMENT AMONG THE RENAL CALCULI PATIENTS AT 
SELECTED HOSPITAL IN SALEM”. 
Date : 
Place: 
 
  Signature of expert 
 Name: 
  Designation: 
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ANNEXURE – VII 
TOOL - I 
DEMOGRAPHIC DATA 
INSTRUCTION: 
Dear, participant this section consist of research related information, which 
are required for the researcher to carry out the research study. In the given 
questionnaire you are requested to select one suitable answer and I assure you 
that whatever information entrusted by you will be kept confidential. 
1. Age : 
a) 21 – 35 years              [      ] 
b) 36 – 50 years                  [      ] 
c) 51 – 65 years           [      ] 
d) Above 66 years              [      ] 
2. Gender 
a) Male         [      ] 
b) Female             [      ] 
3. Educational Background 
a) No formal education      [      ] 
b) Primary Education       [      ] 
c) Higher secondary Education              [      ] 
d) Under graduate                     [      ] 
e) Post Graduate         [      ] 
4. Occupational Status 
a) Self employed                     [      ] 
b) Professional        [      ] 
c) Home Maker              [      ]                                       
d) Agriculture                   [      ] 
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5. Religion 
a) Hindu         [      ] 
b) Muslim               [      ] 
c) Christian             [      ] 
d) Others ( Specify)         [      ] 
6. In which of the following group do you belong to? 
a) Vegetarian                    [      ] 
b) Non vegetarian               [       ]  
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#d¤bjhif rh®ªj jftš 
F¿¥ò : 
m‹gh®ªj g§nf‰ghsnu, Ï¥gFÂæš Ïªj MuhŒ¢Áia el¤j 
MŒthsU¡F njitahd jftšfŸ nrfç¡f¥gL»‹wd. Ïªj 
nfŸéfS¡F c§fS¡F cfªj gÂiy nj®ªbjL¡fÎ«. Ú§fŸ 
më¡F« jftšfŸ ufÁakhf it¡f¥gL« v‹W c¤Âuthj« 
më¡f¥gL»wJ. 
1. taJ  
a) 21-25 tUl§fŸ        [       ] 
b) 36-50 tUl§fŸ        [       ] 
c) 51-65 tUl§fŸ        [       ] 
d) 60 tUl§fS¡F nkš       [       ] 
 
2. ghèd«  
a) M©          [       ] 
b) bg©          [       ] 
 
3. go¥g¿Î  
a) go¡fhjt®         [       ] 
b) Mu«g fšé         [       ] 
c) nkšãiy¡ fšé        [       ] 
d) Ïs§fiy g£l«        [       ] 
e) KJfiy g£l«        [       ] 
 
 
xvi 
 
4. gâ ãiy  
a) Ra bjhêš         [       ] 
b) bjhêš Kiwia rh®ªjt® (lhl¡l®,  
Ï‹íåa® ngh‹wit)      [       ] 
c) Ïšy¤juÁ         [       ] 
d) étrha«  
 
5. kj«  
a) kj«          [       ] 
b) ÏªJ          [       ] 
c) K°Ä«          [       ] 
d) »¿°j«         [       ] 
e) k‰wit (F¿¥ÃlÎ«)       [       ] 
 
6. Ú§fŸ Ñœ¡f©l vªj tifia rh®ªjt®? 
a) irt«          [       ] 
b) mirt«         [       ] 
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TOOL II 
STRUCTURED KNOWLEDGE QUESTIONS OF RENAL CALCULI 
  INSTRUCTION:  
Here is a list of questions in relation to Urinary stone and its management. 
Please read the questions carefully and select the correct answer from the 
responses given. 
1. How many kidneys do most people have? 
a) One                        [       ] 
b) Two                       [       ] 
c) Three                [       ] 
 
2. What is the main function of Kidney? 
a) Digestion of food        [       ] 
b) Stores waste products         [       ] 
c) Remove the waste products from the body                [       ] 
 
3. Which of the following substances form the urinary stone? 
a) Vitamins                               [       ] 
b) Minerals                        [       ] 
c) Blood clot         [       ] 
 
4. How does hot climate contribute to stone formation? 
a) Due to increase absorption of solutes during  
high temperature            [       ] 
b) Due to excessive sweating leading to  
thick blood concentration         [       ] 
c) Due to loss of appetite during hot season     [       ] 
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5. Which of the following liquid foods helps in urinary stone formation? 
a) Coconut water                   [       ] 
b) Weak tea         [       ] 
c) Pepsi                 [       ] 
 
6. Who are the people more prone to form urinary stone? 
a) People with sedentary lifestyle     [       ] 
b) People who work in the direct sun almost every day         [       ] 
c) People who work in factory                           [       ] 
 
7. Why do you need to drink excess amount of water when you consume 
excess green  leafy  vegetables? 
a) Water helps in digestion           [       ] 
b) Water helps in absorption of minerals      [       ] 
c) Water helps in the excretion of excess minerals    [       ] 
 
8. Which of the following is the warning sign for urinary stone? 
a) Sudden, sharp, severe pain in flank     [       ] 
b) Gradual, mild pain in abdomen             [       ] 
c) Severe, fluctuating pain pelvic region         [       ] 
 
9. What measure you will take when you suspect stone in the urinary 
pathway? 
a) Take self medication             [       ] 
b) Rely on friends / relatives      [       ] 
c) Seek medical care                  [       ] 
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10. Within what time you will seek medical help after the onset of pain? 
a) Immediately after the pain                         [       ] 
b) After the second attack of pain                [       ] 
c) After one week of onset of pain           [       ] 
 
11. What is the means to prevent recurrence of urinary stone? 
a) Drinking little water           [       ] 
b) Drinking liberal water                  [       ] 
c) Eating little food                          [       ] 
 
12. How much water should be taken daily by the patient with urinary stone 
approximately? 
a) 1000 – 2000 ml              [       ] 
b) 2001 – 3000 ml               [       ] 
c) 3001 – 4000 ml            [       ] 
 
13. Which of the following is rich in raw vegetables? 
a) Carbohydrate           [       ] 
b) Fats                         [       ] 
c) Fiber                        [       ] 
 
14. Which of the following fruit is rich in calcium? 
a) Guava                     [       ] 
b) Apple              [       ] 
c) Lime                [       ] 
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15. Which of the following food items helps in the excretion of urinary 
stone? 
a) Black pepper                     [       ] 
b) Tamarind                      [       ] 
c) Jaggery                    [       ] 
 
16. Which of the following measure should be taken to prevent urinary stone 
formation for the patients who are bed ridden? 
a) Reducing food intake         [       ] 
b) Reducing fluid intake       [       ] 
c) Changing position frequently               [       ] 
 
17. Why do you need to avoid animal protein if you are diagnosed as having 
urinary stone? 
a) Accumulation of minerals in the urinary pathway          [       ] 
b) Increase production of urine         [       ] 
c) Causes stagnation of urine          [       ] 
 
18. What will happen if we consume excess salt in our food? 
a) Increase body weight            [       ] 
b) Increases the calcium absorption        [       ] 
c) Decreases blood pressure         [       ] 
 
19. Which of the following is the richest source of calcium? 
a) Potato            [       ] 
b) Tomato            [       ] 
c) Cabbage                   [       ] 
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20. Which of the following drinks will you avoid if you are diagnosed to 
have calcium stone? 
a) Watermelon         [       ] 
b) Barley water             [       ] 
c) Milk                [       ] 
 
 
21. What is the problem if you consume foods rich in sugar? 
a) Decreases the production of urine        [       ] 
b) Increases the concentration of urine      [       ] 
c) Obstruct the flow of urine            [       ] 
 
 
22. Which of the following types of fish is rich in calcium? 
a) Small fish with bone                       [       ] 
b) Big fleshy fish                        [       ] 
c) Medium size fish                  [       ] 
 
 
23. Why do you need to avoid eating betel leaves with lime? 
a) It increases the chances of dental caries.             [       ] 
b) It increases the calcium content of the body             [       ] 
c) It increases the chances of mouth ulcer                 [       ] 
 
 
24. Why should a person with urinary stone need to avoid drinking alcohol? 
a) Alcohol causes excessive excretion of urine   [       ] 
b) Alcohol decreases the excretion of minerals.   [       ] 
c) Alcohol may deposit minerals in urinary pathway   [       ] 
 
 
25. Which one of the following should you need to drink more if you had 
taken the foodstuff that you are supposed to restrict?  
a) Commercial drinks              [       ] 
b) Clear water            [       ] 
c) Tea                           [       ] 
 
 
SCORING  
 0-50% : Inadequate Practice  
 50-75% : Moderately Adequate Practice 
 50-75% - Adequate practice   
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F¿¥ò: ÁWÚuf fšiyÍ« mij ã®t»¡F« KiwiaÍ« g‰¿a nfŸéfŸ 
bfhL¡f¥g£LŸsd. nfŸéfis ftdkhf go¤J më¤JŸs 
éilfëš ÏUªJ rçahdt‰iw nj®Î brŒaÎ«.  
 
1. bgU«ghnyhU¡F v›tsÎ ÁWÚuf§fŸ cŸsd? 
a) x‹W          [       ] 
b) Ïu©L          [       ] 
c) _‹W          [       ] 
 
2. ÁWÚuf¤Â‹ K¡»a ntiy v‹d? 
a) czÎ brçkhz«        [       ] 
b) fêÎ bghU£fis nrä¤J it¤jš     [       ] 
c) clèš cŸs fêÎ bghU£fis btëna‰Wjš  [       ] 
 
3. Ñœ¡f©l vªj bghUŸ ÁWÚuf fšiy cUth¡F»wJ? 
a) it£lä‹fŸ        [       ] 
b) fåkr¤J¡fŸ        [       ] 
c) u¤j ciwÎ f£o        [       ] 
 
4. bt¥gkhd ÓnjhZz ãiyahš fš cUthFjš v¥go 
mÂfç¡»wJ? 
a) mÂf bt¥g¤Âdhš fiuÍ« bghU£fŸ  
mÂfkhf c¿Šr¥gLjš       [       ] 
b) mÂf éa®itahš u¤j« ml®¤ÂahFjš   [       ] 
c) bt¥g gUt¤Ây gÁ Fiwtjhš     [       ] 
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5. ÁWÚuf fš cUthtj‰F Ñœ¡f©l vªj Âut czÎ cjÎ»wJ? 
a) ÏsÚ®          [       ] 
b) äjkhd njÚ®         [       ] 
c) bg¥Á         [       ] 
 
6. Ñœ¡f©t®fëš ahU¡F ÁWÚuf fš cUthF« thŒ¥ò mÂfkhf 
cŸsJ?   
a) clš ciH¥ò njit¥glhj thœ¡if Kiw cŸnsh® [       ] 
b) Vw¡Fiwa ÂdK« btŒæèš ntiy brŒnth®   [       ] 
c) bjhê‰rhiyæš gâ òçnth®     [       ] 
 
7. Ú§fŸ mÂfkhf g¢ir Ñiu fhŒf¿fis c©Q« nghJ V‹ 
mÂfkhf j©Ù® Fo¡f nt©L«? 
a) j©Ù® brçkhd¤Â‰F cjÎ»wJ    [       ] 
b) j©Ù® fåk r¤J¡fis c¿ŠÁ nr®¤J¡   [       ] 
bfhŸs cjÎ»wJ.  
c) j©Ù® njit¡F mÂfkhd fåk     [       ] 
r¤J¡fis  btëna‰w cjÎ»wJ      
 
8. Ñœ¡f©lt‰¿š vJ ÁWÚuf fš g‰¿a v¢rç¡if MF«? 
a) ÂO® v‹W F¤JtJ nghy mÂfkhd  
tè clš g¡fth£oš       [       ] 
b) tæ‰¿š bkJthf mÂfç¡F« nyrhd tè   [       ] 
c) ÏL¥ò gFÂæš mÂfkhd é£L é£L tU« tè   [       ] 
 
xxiv 
 
9. ÁWÚuf fš ÏU¥gjhf Ú§fŸ rªnj»¤jhš v‹d eltofif 
vL¥Õ®fŸ? 
a) jhkhf kUªJ vL¤J¡ bfhŸSjš     [       ] 
b) e©g®fŸ/cwéd®fis e«òjš     [       ] 
c) kU¤Jt cjéia ehLjš      [       ] 
 
10. tè tªj Ã‹ v¡fhy f£l¤Â‰FŸ Ú§fŸ kU¤Jt cjéia 
ehLÅ®fŸ? 
a) tè tªj clnd       [       ] 
b) Ïu©lhtJ jilt tè tªj Ã‹     [       ] 
c) tè tªJ xU thu« fê¤J      [       ] 
 
11. ÁWÚuf fš ÂU«g tUtij jL¥gJ v¥go? 
a) Fiwªj msÎ j©Ù® mUªJtJ     [       ] 
b) jhuskhf j©Ù® mUªJtJ      [       ] 
c) Fiwthf czÎ c©QtJ     [       ] 
 
12. ÁWÚuf fš cŸs nehahë Âdrç v›tsÎ j©Ù® mUªj 
nt©L«? 
a) 1000-2000 äè        [       ] 
b) 2001-3000 äè        [       ] 
c) 3001-4000 äè        [       ] 
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13. g¢ir¡ fhŒf¿fëš Ñœf©l vªj r¤J mÂfkhf cŸsJ? 
a) khÎ r¤J        [       ] 
b) bfhG¥òfŸ        [       ] 
c) eh®¢r¤J        [       ] 
 
14. Ñœf©l vªj gH¤Âš fhšÁa« r¤J mÂfkhf cŸsJ? 
a) bfhŒah        [       ] 
b) M¥ÃŸ         [       ] 
c) vYä¢ir        [       ] 
 
15. Ñœ¡f©l vªj czÎ bghUŸ ÁWÚuf fšiy btëna‰w 
cjÎ»wJ? 
a) fUäsF       [       ] 
b) òë         [       ] 
c) btšy«        [       ] 
 
16. gL¡ifæš ÏU¡F« nehahëfS¡F ÁWÚuf fš thuhkš 
jL¥gj‰F Ñœ¡f©l vªj elto¡if vL¡f nt©L«? 
a) czit Fiw¤jš       [       ] 
b) Âut§fŸ msit Fiw¤jš     [       ] 
c) clè‹ ãiyia mo¡fo kh‰WtJ    [       ] 
 
17. c§fS¡F ÁWÚuf fš ÏU¥gjhf f©LÃo¡f¥g£lhš Ú§fŸ V‹ 
äUf òuj¢r¤ij jé®¡f nt©L«? 
a) ÁWÚ® ghijæš fåk§fŸ nrUtÂdhš   [       ] 
b) ÁWÚ® msit mÂfç¥gÂdhš     [       ] 
c) ÁWÚ® nj¡f« cUthtjhš     [       ] 
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18. eh« czéš mÂfkhf c¥ò nr®¤jhš v‹d MF«? 
a) clš vil mÂfç¡F«       [       ] 
b) fhšÁa« c¿Šr¥g£L nrUtij mÂfç¡F«   [       ] 
c) u¤j mG¤j¤ij Fiw¡F«      [       ] 
 
19. Ñœ¡f©lt‰¿š vÂš fhšÁa« r¤J mÂfkhf cŸsJ? 
a) cUis¡»H§F        [       ] 
b) j¡fhë          [       ] 
c) K£il¡nfh°       [       ] 
 
20. Ñœ¡f©l vªj gz¤ij c§fS¡F fhšÁa« fš ÏU¥gjhf 
m¿a¥g£lhš Ú§fŸ jé®¥Õ®fŸ? 
a) j®órâ         [       ] 
b) gh®èÚ®          [       ] 
c) ghš          [       ] 
 
21. r¡fiu mÂfkhf cŸs czÎfis c©lhš v‹d Ãu¢rid 
tU«? 
a) ÁWÚ® c‰g¤Âia Fiw¡»wJ     [       ] 
b) ÁWÚç‹ ml®¤Âia T£L»wJ     [       ] 
c) ÁWÚç‹ X£l¤ij jL¡»wJ     [       ] 
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22. Ñœ¡f©l vªj Û‹fëš fhšÁa« r¤J mÂfkhf cŸsJ? 
a) KŸSl‹ ÏU¡F« ÁWÛ‹      [       ] 
b) mÂf rijÍl‹ cŸs bgça Û‹     [       ] 
c) eL¤ju msÎ Û‹        [       ] 
 
23. Ú§fŸ V‹ bt‰¿iynahL R©zh«ò nr®¥gij jé®¡f 
nt©L«? 
a) g‰brh¤ij V‰gL« thŒ¥ig mÂfç¡»wJ   [       ] 
b) clèš cŸs fhšÁa« msit mÂfç¡F«   [       ] 
c) thŒ¥ò© V‰gL« thŒ¥ig mÂfç¡»wJ.  
 
24. ÁWÚuf fš cŸst® V‹ kJit jé®¡f nt©L«? 
a) kJédhš mÂfkhf ÁWÚ® btënaW»wJ   [       ] 
b) fåk§fŸ btënaWtij kJ Fiw¡»wJ    [       ] 
c) kJédhš ÁWÚ® ghijæš fåk§fŸ Fé¡f¥glyh«.  [       ] 
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LESSON PLAN ON PLANNED TEACHING PROGRAMME ON RENAL CALCULI AND ITS 
MANAGEMENT 
 
Name of the topic               :   Planned teaching programme on Renal calculi and itsmanagement 
 
Group                                :   Patients with Renal calculi  
Group size                         :   Individual approach 
Venue      :  Global Medical Centre,Salem. 
Duration                          :   1 hour 
Medium of instruction       :  Tamil 
Method of teaching            :  Lecture cum discussion and demonstration 
A V aids used                       :    Charts, booklet on Planned teaching programme on Renal calculi and its  
       management 
CENTRAL OBJECTIVE   :  On completion of the education programme, the patients with renal  
    calculi will acquire knowledge on renal calculi and its management, and  
    will be able to change their dietary practices. 
 
 
xxx 
 
 
 
SPECIFIC OBJECTIVES : On completion of the sessions, the client will 
• list the organs involved in the formation and excretion of urine. 
• explain the meaning of urinary stone 
• explain the causes for the development of urinary stone 
• explain the problem caused by urinary stone 
• explain the methods of confirming the presence of urinary stone 
• list the types of urinary stone 
• manage the problem without surgery 
• list the indication for surgery in urinary stone 
• explain the measures to prevent the recurrence of urinary stone 
• list some of the foods rich in calcium, uric acid, phosphorus and oxalate 
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PLANNED TEACHING PROGRAMME ON RENAL CALCULI AND ITS MANAGEMENTS 
 
 
TIME OBJECTIVES CONTENT TEACHING 
ACTIVITY 
LEARNING 
ACTIVITY 
A V 
AIDS 
 
 INTRODUCTION 
 
Good morning, How are you? now we discuss about renal 
calculi disease then we gothrough charts and booklet to know 
how to manage renal calculi. 
Urinary system is one of the important system which has the 
role of excreting waste material from the body. This function 
may be impaired by many reasons. Important one among them 
is the presence of stone in the urinary system, which is 
referred to as urinary stone or renal calculi. 
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Let us see how the disease presents. 
Mr. John, 40 years came to the hospital with the complaints of severe, 
agonizing pain passing from loin to groin, vomiting and profuse sweating. He 
was diagnosed to have urinary stone. Ultrasonography report showed that 
the stone was large enough and needed to remove only by surgical method. 
When asked about his disease, he said that he had attacks for three times 
before. The pain relieved by taking pain killers as per the advice given by his 
relative. This time the pain was so severe that the pain killer did not help to 
relieve pain. So he came to the hospital. And he is in need of surgery which 
might not be required if had sought medical help in time. 
There are so many such conditions of Mr. John among us that signify the 
importance of planned teaching programme regarding renal calculi and its 
management in order to minimize the further progression of stone thereby 
reducing further complications and morbidity. 
 
II THE STRUCTURES INVOLVED IN THE FORMATIONAND 
EXCRETION OF THEURINE. 
 
The structures involved in the formation and excretion of the urine are Kidney, 
Ureter, Bladder and Urethra. 
Whatever we eat and drinks gets mixed with the enzymes present in themouth, 
stomach and small intestine, and get broken down into very small pieces. Some of 
these small particles get mixed with blood. Blood also gets mixed with oxygen 
present in the air we breathe. This blood gets circulated throughout our body and 
supplies food and oxygen to all the body parts for their proper functioning. Thus 
the kidneys also get their share ofblood. 
Kidneys retain the substance which are useful and the substances which are 
waste products and harmful for the body are removed along with extra water. 
 
III WHAT DO YOU MEAN BY URINARYSTONE? 
 
Urinary stone is a hard stone like substance which is formed by deposition of 
certain chemical substances in the structures involved in formation and excretion of 
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urine. These chemical substances are mainly calcium, uric acid and phosphorus. 
These are also known as minerals. 
 
IV CAUSES OF DEVELOPMENT OF URINARYSTONE 
 
a) Fluid intake 
This include water and other liquid food stuffs our body need about 
2 – 3 liters of water/fluid intake per day and lost nearly the same amount 
in the form of urine, sweat, feces and through breaths. If we do not drink 
adequate water to compensate the loss, our urine becomes thick with 
minerals like calcium, oxalate and phosphorus. Deposition of these 
minerals in urine may lead to formation of stones. 
b) Food Habits 
The food stuff which we eat daily contains all the nutrients including 
minerals. For example, Green leafy vegetables are the rich sources of calcium 
and oxalates. Likewise, milk and milk products are the rich source of calcium 
and phosphates. And such foodstuff is very good for health and we need to eat 
in plenty. At the same time we should also drink more amount of water so that 
more amounts of oxalate and calcium will be excreted from our body. If we do 
not drink adequate amount of water, the calcium or the oxalate or the 
phosphate will get deposited and give rise to stone formation. Similarly, if we 
eat food stuff which are rich in uric acid or magnesium or cystine without 
drinking adequate water, it will cause formation of urinary stones. Other habits 
include alcohol, chewing betel leaves, smoking. 
c) Climate 
During hot weather, we sweat profusely and pass less urine. We know that 
the metabolic waste products from the body are excreted through urine. When 
we pass less urine, these waste products are retained in the urine, that is why 
urine becomes thick and look dark in color and it has a very strong smell. In 
addition, we expose ourselves to the sun, so more vitamin D is formed in our 
body. This vitamin D helps to absorb more calcium from the food we eat and 
send it to the blood stream. Therefore calcium level increases in our blood and 
contribute formation of calcium stone. 
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  d) Occupation 
People who have to work in the direct sun almost everyday for a long time 
have more chance of getting urinary stone. Because they sweat too much and 
generally pass concentrated urine. Such people are coolie workers, farmers etc. 
e) VitaminA 
Cement is necessary for the construction of a smooth wall. Solid dirt 
cannot attach easily on a smooth wall. Similarly, if the wall of our urinary 
pathway is smooth, these minerals cannot get deposited easily on it and form 
the stone. 
Vitamin A, which is richly found in yellow foods like carrot, helps to 
maintain the smoothness of the urinary pathway wall. Hence, if our daily food 
is lacking in vitamin A, the smooth wall of the urinary pathway becomes 
rough, the minerals gets deposited on it and cause stone formation. 
f) Hyperparathyroidism 
Our bones are made up of mainly calcium. In patient with 
hyperparathyroidism, much of calcium is removed from the bones, which gets 
absorbed in the blood and from blood it goes to the kidney. The excess amount 
of calcium gets deposited in the urinary pathway and helps in the formation of 
urinary stone. 
g) Infection of the urinarytract 
Some disease causing micro-organisms (which cannot be seen by our 
naked eye) can get into the urinary pathway through blood. They can also enter 
directly from outside if out private parts are not cleaned properly. Also when 
there is an obstruction in the pathway of urine flow, the micro-organisms 
can grow in the stagnated urine causing infections. Such infections may lead to 
the formation of urinary stone. 
 
h) Prolonged illness and restrictedmovement 
• Prolonged illness, particularly when a patient is immobilized, 
as in the case of paralysis (weakness) of hands and/or legs or treatment 
of features, the small calcium particles get loosened from the bones 
and deposited in the urinary pathway walls. If the condition continues 
for a long period of time,gradually 
of urinary 
stone 
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  the calcium stones are formed in our urinary pathway. 
ii) Dependency (position of the kidney): urine cannot come out freely 
increasing stagnation of urine leading to stone formation. Some urine always 
retained in the renal pelvis in supineposition. 
i) Drugs 
Certain drugs which we take to relieve stomach pain like antacid also 
cause urinary calcium (stone). Other common drugs are Diamox, vitamin D, 
high dose of aspirin, laxatives etc. 
j) Congenital malformations andstasis 
Any defect by birth in any of the organs involved in urine formation and 
excretion (may be in renal pelvis; ureter or bladder), stasis due to stricture 
(narrowing) or prostatic enlargement, may predispose to the formation of 
urinary stone. 
k) Hereditary 
Urinary stones are found to occur among blood relatives. It can transfer 
from one generation to other, like parents to children. But the chances of 
recurrence of urinary stone is more in males than females. 
 
V Signs and symptoms of urinary stone 
a) Sometimes there may be no symptom i.e silenttype. 
b) Sharp, severe pain: there will be a sudden, sharp severe pain in the mid 
lateral abdomen, flanks or groin which radiates toward genitalia and thigh. It 
is the natural warning signal for going for a medical checkup. 
c) Fever, chills, shivering and vomiting shows that there aredisease-causing 
micro-organisms in the urinarypathway 
d) Pain in the flanks even on mildtouch 
e) Frequent loosestools 
f) Feeling of vomiting orvomiting 
g) Decreased amount ofurine 
h) Difficulty in passingurine 
i) Presence of blood in theurine 
j) Feeling of fullness in the urinarybladder 
k) Increased frequency ofurination 
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list the types 
of urinary 
l) Cold moistskin 
m) Guarding and rigidity of the back and abdominal muscles during severe 
attack ofpain 
VI How will you confirm the presence of urinarystone 
You need to collect urine in a small pot and check for the presence of any 
hard sand like particles and the presence of blood. If blood is present in urine 
you need to seek immediate medical help in any clinic/hospital where the urine 
will be sent for laboratory test to confirm the presence of stone. 
 
There are some other tests which may be done to confirm the presence of 
urinary stone. They are blood tests, special X – rays, ultrasonography, etc. 
VII Types of urinarystone 
Depending on the minerals that form stone, there are different types of 
stone. They are calcium, oxalate, phosphorus or mixed stones which contains 
little of all these minerals. Stones which are made up of calcium is known as 
calcium stones; stones which are made up of oxalate is known as oxalate stones 
and stones which are made up of phosphorus is known as phosphorus stones. 
Other types are uric acid which are common for the people who consume 
red meat and also in patients with gout (a disease condition due to deposition of 
large amount of uric acid in the cartilage and joints), cystine, xanthine and 
struvite stones. 
VIII How to manage when stone is present in urinarypathway 
If the size of the stone is small (< 0.5 cm in diameter) to pass through the 
urinary pathway, you need to drink large amount of water or infuse large 
amount of fluids into the veins. This will help to remove stone from the urinary 
pathway. 
IX When do we need anoperation 
When 
• the stone is too large to pass withurine 
• the stone is formed because of chronicinfections 
• the stone is causing persistent pain and severevomiting 
• the signs and symptoms are not relieved only withmedicine 
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 stone. X Prevention of recurrence of urinarystones 
There are many things that we need to consider to prevent the recurrence of 
urinary stone. Here we shall talk about some common activities which we 
should do and some which we should not do for the prevention of recurrence of 
urinary stone. 
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explain the 
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without 
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list the 
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for surgery 
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explain the 
measures to 
prevent the 
recurrence 
of urinary 
stone 
DO’S 
• Increase the fluidintake 
At least 3 – 4 liters of water per day (15 – 16 glass of water, 1 glass = 
200 ml water). Plain water, coconut water, barley water, sherbet, weak tea, fruit 
juice can be taken to dilute the urine. Diluted urine prevents the concentration 
of the solids in it and thus prevents the stone formation. 
A heavy manual worker in a hot humid climate should drink more 
fluids than a sedentary office worker in a cooler climate, to compensate for the 
fluid loss through perspiration. 
 Remember clear water is better than artificial sweetened drinks e.g. Pepsi, 
cola etc. 
 Increase the intake of fruit juice, because fruit juice help in the breaking 
down of the stone into small pieces and thus gets excreted easily with the 
urine 
 Eat plenty of fruits and raw vegetables, which are rich in fiber. The fiber 
causes break down of the minerals and facilitates its elimination from the 
blood. 
 Add more tamarind in your food it helps in the excretion of urinarystone. 
 Seek prompt and proper treatment for any type of discomfort in excretion of 
urine. For example, burning sensation and pain while passingurine. 
 For the patients who are bed ridden position should be changed frequently 
and body and private parts should be cleaned thoroughly several times a 
day. 
DON’TS 
Avoid excessive consumption of strong tea and coffee because the mineral oxalate 
is present in more quantity in it. 
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   Cut down the animal protein (e.g. Milk, Egg, Meat, etc). Because proteins 
will increase the amount of calcium, oxalate, minerals in our blood and 
excess minerals will get accumulated in the urinary pathway and cause 
formation of urinarystone. 
 Do not include more than one of the following items in your dailymeals. 
o Egg –1 
o Meat – One portion ( 25grams) 
o Fish – One portion ( 25grams) 
o Milk – 200ml 
o Cheese – 20grams 
 Avoid too much of refined food e.g. whitesugar. 
 Cut down sugar in the drinks because white sugar increases the 
concentration of theurine. 
 Avoid sweets, chocolates, soft drinks, tinned fruits, sweet cakes, and 
biscuits as these contains high amount of whitesugar. 
 Avoid drinking alcohol because alcohol increases the excretion of the uric 
acid, calcium and phosphate in urine which may get deposited and form 
urinarystone 
 Avoid eating pan (betel leaves) with lime because it increases the calcium 
consumption and calcium amount in the body. Lime contains high amount 
ofcalcium. 
 Avoid adding extra salt to your food because salt increases the calcium 
absorption from the blood and there by increases the chance ofdevelopment 
of urinarystone. 
 Avoid smoking. If not possible try to reduce the number of cigarettesand 
increase the internal between two smokes, because it increases the 
elimination of moreminerals. 
 Avoid spending more time under direct sun. If unavoidable and you sweat 
more, drink plenty of water (10 – 15 glass of water daily). Use sun shade 
like hats while working under the direct sun. 
 Avoid stressful situations do relaxation, yoga, meditation,etc. 
Lecture / 
discussion 
 
listening 
 
 
 
Lecture / 
discussion 
 
 
Taking part 
in 
discussion 
 
  
 
 
Charts 
Lecture cum 
discussion 
 
Asking 
discussion 
Taking part 
in 
discussion 
And 
Asking 
doubts 
 
xxxix 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
4 min 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
list some of 
the foods 
rich in 
calcium, 
XI Foods to be restricted 
 
i) FOR PATIENTS WHO HAVE CALCIUM STONES 
The patients with calcium stones should restrict the intake of calcium. 
The following are some of the food stuffs rich in calcium. Increase the amount 
of water intake if you are taking these foods. 
a) VEGETABLES: Green leafy vegetables (beans, spinach, carrot leaves, 
agathy, pumpkin leaves), potatoes, cauliflower, soya beans. The spinach is 
having more amount of calcium than oxalate andphosphorus. 
b) CEREALS: Ragi is one of the richest source ofcalcium. 
c) FRUITS: Dried fruits (grapes), nuts, peanuts. The citrus fruits like lime and 
lemon are richest source ofcalcium. 
d) FOODE CONTAINING FLOURS: Bread. Oatmeal. 
e)BEVERAGES: Tea, Cocoa, Pepsi, Cola, Beer, Milkshakes, Ice creams, 
Milk and milk products (butter, ghee, cheese, milk powderetc.) 
f) FISH: Small fishes with bones and driedfishes. 
g) OTHERS: Ragi, excess salt, cake, pickle, cheese, eggyolk. 
h) VITAMIN D RICH FOODS: Fish liver oil (cod liver oil, shark liver oil), 
fatty fish, egg (hen). 
i) CHEWING BETALLEAVES 
J) HARD WATER (water which does not make lather) 
 
ii) FOR PATIENTS WHO HAVE URIC ACID STONES 
The patients having uric acid stones should restrict the foods rich in uric acid. 
The following are some of the foods rich in uric acid, you have to drink extra 
amount of water if you consume the following foods. 
a) VEGETABLES: Beans (dried, baked, green), Fenugreek leaves.
b) CEREALS: Bengal gram, black gram, green gram, horse gram, lentils whole, 
peas dry, redgram. 
c) NUTS: Groundnut, mustardseed.
d) OTHERS: Sweet breads is one of the commonest source of uricacid.
e) ALL TYPES OFMEAT
f) ALL TYPES OFFISH
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iii) FOR PATIENTS WHO HAVE PHOSPHATESTONES 
Patients who diagnosed to have phosphate stone should restrict the intake 
of excess amount of phosphorus. The following are some foods rich in 
phosphorus. You have to drink extra amount of water if you consume the 
following foods. 
a) VEGETABLES: Green leafy vegetables (carrot leaves, 
amaranth, agathi), Carrot, Potato, Cauliflower,beans. 
b) FRUITS: Banana, Custardapple. 
c) Whole cereals: Bagra, Maize, Oat meal, Little millet, Wheat flour 
d) PULSES: Beans, Lentils, Peas, Bengal gram dhal, Soyabean. 
e) NUTS AND OILSEEDS 
f) FISH:Small 
g) MEAT: Beef,Liver. 
h) EGG:Hen 
i) MILK AND MILKPRODUCTS 
j) FOODS CONTAINING FLOURS: Sweetbreads. 
 
iv) FOR PATIENTS WHO HAVE OXALATESTONES 
Patients who diagnosed to have oxalate stone should restrict the intake of 
excess amount of oxalate. The following are some foods containing 
phosphorus. You have to drink extra amount of water if you consume the 
following foods. 
a) VEGETABLES: Spinach,tomato 
b) FRUITS: Chickoo,strawberries 
 
c) BEVERAGES: Cocoa, Tea, Chocolates 
d) NUTS: Cashew nuts,groundnuts 
e) MEAT:Beef 
 
SUMMARY 
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• Causes of urinarystone 
• Signs andsymptoms 
• Diagnostic tests 
• Management and indications forsurgery 
• Measures to prevent the recurrence of urinarystone. 
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 EVALUATION QUESTIONS 
1. What are the structures involved in the formation and excretion ofurine? 
2. What is the function ofkidney? 
3. What do you mean by urinarystone? 
4. List the causes of urinarystone. 
5. What are the problems that develop due to urinarystone? 
6. How will you confirm the presence of urinarystone? 
7. What are the types of urinarystone? 
8. What is the management of urinarystone? 
9. When does a person need surgery for urinarystone? 
10. Why do you need to take large amount of fluid for prevention of 
urinary stone? 
11. How does hot weather increases the chances of the urinarystone? 
12. How does hyperparathyroidism lead to urinarystone? 
13. Mention some of the foods rich in - calcium, uric acid, phosphorus 
and oxalate. 
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 CONCLUSION 
Today we have discuss about urinary stone and its management and how few 
changes in our daily food practice can help in prevention of recurrence of 
urinary stone. 
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Ïiz¥ò – 9 
ÁWÚuff‰fS« mt‰iw f£L¥gL¤JtJ g‰¿a Â£läl¥g£l fšé brašKiw ghl¤ Â£l« 
ÁWÚuf f‰fS« mt‰iw f£L¥gL¤JtJ g‰¿a Â£läl¥g£l fšé brašKiw 
jiy¥Ã‹ bga®   :    ÁWÚuf‰fS« mt‰iw ã®th»¥gJ g‰¿a Â£läl¥g£l fšé brašKiwfŸ  
FGéd®   :     ÁWãuff‰fŸ cŸs nehahëfŸ  
FG msÎ    :  jå eg®fshf mQFjš  
Ïl«     :  »nshgš bko¡fš br‹l®, nry«. 
ãfœ¢Áæ‹ fhy«   :   1 kâ neu«  
fšé f‰F« bkhê  :  jäœ  
f‰W¤ jU« Kiw   :  éçÎiu k‰W« éthj« k‰W« braš és¡f«  
cgnah»¡f¥gL« xè : 
xë rhjd§fŸ   :  és¡f¥gl§fŸ, ÁWÚuff‰fS« mt‰iw ã®t»¥gJ g‰¿a Â£läl¥g£l fšé  
brašKiw ifnaL  
K¡»a F¿¡nfhŸ  :  Ï¥ghl¤Â£l¤ij ãiwÎ brŒjš  
ÁWÚuf fš cŸs nehahëfŸ mij ã®t»¡F« Kiwia m¿ªJ j§fŸ czÎ 
gH¡f§fis kh‰¿¡ bfhŸs ÏaY«. 
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jå¥g£l F¿¡nfhŸfŸ  
 tF¥òfis ãiwÎ brŒjÃ‹, g§F bg‰wt®fëdhš ÁWÚiu cUth¡F« k‰W« btëna‰W« cW¥òfis g£oaèl KoÍ«.  
 ÁWÚuf fš v‹whš v‹d v‹W és¡f KoÍ«.  
 ÁWÚuf fš v¥go cUthF»wJ v‹W és¡f KoÍ«.  
 ÁWÚuf fšèdhš tU« Ãu¢ridia étç¡f KoÍ«.  
 ÁWÚuf fš ÏU¥gij f©L Ão¡F« KiwfŸ g‰¿ és¡f KoÍ«.  
 ÁWÚuf fš tiffis g£oaèl KoÍ«. 
 mWit Á»¢ir vªj ãiyæš njit¥gL« v‹W F¿¥Ãl KoÍ«.  
 ÁWÚuf fš ÂU«g tUtij  jL¡F« têfis és¡f KoÍ«.  
 fhšÁa«, ôç¡ mäy«, gh°gu° k‰W« M¡rny£ cŸs czÎfis g£oaèl KoÍ«.  
 
 
 
 
xlv 
 
ÁWÚuf f‰fS« mt‰iw f£L¥gL¤JtJ g‰¿a Â£läl¥g£l fšé brašKiw 
neu« F¿¡nfhŸfŸ cŸsl¡f« f‰Ã¡F« 
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f‰F« 
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xè xë 
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K‹Diu  
tz¡f«,  
         eh« Ï¥bghGJ ÁWÚuf fšéahÂia g‰¿ éthÂ¤J 
k‰W«és¡f¥gl§fŸ k‰W« ifna£il gh®¤J ÁWÚuf¡ fš 
ã®thf« g‰¿ m¿ªJbfhŸnth«. 
      ÁWÚ® mik¥ghdJ xU K¡»akhd mik¥ò k‰W« 
mjDila ntiy clèš cŸs fêÎ bghU£fis mf‰WtJ . 
Ïªj ntiy gšntW fhuz§fshš jilglyh«. Ït‰¿š 
K¡»a fhuz« ÁWÚ® mik¥Ãš fš, ÁWÚuf fš mšyJ ßdš 
fhšFè vd miH¡f¥gL»wJ.  
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Ïªj tF¥ig 
Ko¤j 
Ã‹g§nf‰gt® 
ÁWÚ®f fš 
ÂU«gtUtJ 
g‰¿a 
éthj¤Âš 
g§fë¡f 
KoÍ«. 
 
 
 
 
 
 
 
 
 
 
 
 
Ïªj Ãu¢rid v¥go bj‹gL»wJ v‹W gh®¥ngh«.  
ÂU #h‹ 40 taJ¡fhu®, kU¤Jtkid¡F, ÏL¥ò« bjhilÍ« 
nrUäl¤Âš Ôéukhd jh§f Koahj tè. thªÂ k‰W« 
mÂfkhd nt®it M»a fZl§fSl‹ tªjh®. mtU¡F 
ÁWÚuf fš ÏU¥gjhf f©l¿a¥g£lJ. mš£uhnrhndh»uhÃ 
m¿¡if fš bgçajhfÎ« mWit Á»¢ir _ynk vL¡f 
KoÍ« ãiyæš ÏU¥gijÍ« fh£oaJ.  
mtUila Ïªj Ãu¢ridia g‰¿ nf£l nghJ Ïj‰F K‹ 
_‹W Kiw Ïªj ghÂ¥ò V‰g£ljhf T¿dh®.  
mt® cwéd® T¿a m¿Îiuæ‹ ngçš tè kUªJ rh¥Ã£L 
tèæèUªJ ãthuz« bg‰wh®.  
Mdhš Ïªj Kiw V‰g£l fLikahd têia tè kUªÂdhš 
f£L¥gL¤j Koaéšiy. mjdhš mt® kU¤Jtkid¡F 
tªjh®.  Ï¥bghGJ mtU¡F mWit Á»¢ir njit¥gL»wJ. 
mt® kU¤Jt cjéia rçahd rka¤Âš eho ÏUªjhš mJ 
njit¥g£oU¡fhJ. ÂU #h‹ mt®fis¥ ngh‹W e«äš 
mnef® cŸsjhš, ÁWÚuf¡f‰fŸ g‰¿a Â£läl¥g£l fšé 
Kiw ÁWÚuf¡ f‰fŸ cUthFjš k‰W« mj‹ ghÂ¥òfis 
Fiw¡F«. 
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II. ÁWÚ® cUth¡f« k‰W« btëna‰w¤Âš <Lg£LŸs 
cW¥ò¡fŸ  
ÁWÚUf«, ÁWÚ®f¡ FHhŒ, ÁWÚ®¥ig, ÁWÚ® btënaW« 
Jthu«  eh« c©Q« czÎ k‰W« ghd§fŸ thŒ, tæW k‰W« 
ÁWFlèš cŸs behÂfSl‹ fyªJ, äf Á¿a 
J©Lfsh¡f¥gL« Ït‰¿š Áy JfŸfŸ u¤j¤Âš br‹W 
fy¡F«. Ïit eh« RthÁ¡F« _¢R¡ fh‰¿š cŸs 
ÃuhzthÍl‹ fy¡F« Ïªj Ïu¤j« eh« RthÁ¡F 
_¢R¡fh‰¿š cŸs ÃuhzÎhÍl‹ fy¡F« Ïªj Ïu¤j« e« 
clš KGtJ« br‹W, clè‹ mid¤J gFÂfS¡F« czÎ 
k‰W« M¡ì#id (ÃuhzthÍ) mt‰¿‹ rçahd 
brašgh£o‰fhf më¡»wJ. Ïªj Kiwæš ÁWÚufK« 
j‹Dila g§Fu¤j¤ij bgW»wJ ÁWÚuf cl« ÃwF 
njitahd bghU£fis j¡f it¤J¡ bfh©L njitæšyhj 
e¢R bghU£fis j©ÙUl‹ btëna‰W«.  
III. ÁWÚuf f‰fŸ v‹whš v‹d? 
ÁWÚuf¡ fš v‹gJ Áy Ïurhad bghU£fŸ ÁWÚuf cW¥òfŸ 
cŸgotjhš cUthF« xU fodkhd fš MF«.  
Ïªj Ïurhad bghU£fŸ K¡»akhf fhšÁa«, ôç¡ mäy« 
k‰W« gh°gu° MF«. Ïit fåk r¤J¡fŸ vdÎ« 
miH¡f¥gL»‹wd.  
éçÎiu 
k‰W« éthj« 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
ftå¤jš 
k‰W« 
nfŸénf£gJ 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
és¡f 
gl§fŸ 
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fhuz§fis 
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IV. ÁWÚuf fš cUthF« fhuz§fŸ  
Âut§fŸ c£ bfhŸSjš  
ÏJ j©Ù® k‰w« Ïju Âut czÎfis F¿¡F«  
 ekJ clY¡F Vw¡Fiwa 2-3 
 è£l®fŸ j©Ù®/Âut§fŸ xU ehis¡F 
njit¥gL»wJ k‰W« Vw¡Fiwa mnj msit ÁWÚ®.  
 ky« k‰W« _¢Ádhš ÏH¡»nwh«.  
 eh« njitahd msÎ j©Ù® Ïªj eZl¤ij <L f£l 
mUªjhé£lhš, ekJ ÁWÚ® fhšÁa« 
 M¡rny£ k‰W« gh°gu° fåk§fëdhš 
ml®¤Âah»wJ. 
 ÁWÚçš Ïªj fåk§fŸ nrUtjhš f‰fŸ cUthfyh«.  
czÎ gH¡f§fŸ  
 eh« ÂdK« c©Q« czéš fåk§fŸ cŸgl 
všyhr¤J¡fS« cŸsd.  
 cjhuz¤Â‰F Ñiu fhŒf¿fëš ãiwa fhšÁa« k‰W« 
M¡rny£LfŸ cŸsd. ÏJ nghynt ghš k‰W« ghš 
jahç¥òfëš ãiwa fhšÁa« k‰W« gh°ng£LfŸ 
cŸsd.  
 Ï«khÂç czÎfŸ Mnuh¡»a¤Â‰F ešyJ k‰W« 
ãiwa rh¥Ãl nt©L«.  
 
ÁWÚuffš 
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 Mdhš mnj rka¤Âš eh« j©ÙU« ãiwa Fo¡f 
nt©L«. m¥bghGJjh‹ M¡rny£LfŸ k‰W« 
fhšÁa« e« cliy é£L btënaW«.  
 eh« ãiwa j©Ù® Fo¡f éšiy v‹whš fhšÁa« 
mšyJ M¡rny£L mšy Jgh°ng£ nrä¡f¥g£L f‰fŸ 
cUthF«. ÏJnghynt, ôç¡ mäy« mšyJ bk¡ÜÁa«  
mšyJ Á°o‹ ãiwa cŸs czÎfis c©lÃ‹ 
njitahd msÎ j©Ù® Fo¡fhé£lhš mJ ÁWÚuf 
f‰fis cUth¡F«. ÏJ ngh‹w k‰w gH¡f§fŸ kJ 
mUªJjš, bt‰¿iy Rit¤jš òifÃo¤jš M»ait 
MF«.  
 
ÓnjhZz ãiy  
 bt¥gkhd ÓnjhZz ãiyæš ek¡F mÂfkhf éa®¤J 
Fiwthf ÁWÚ® fê¡»nwh«.  
 clèš V‰gL« ts®¢Áij kh‰w§fëdhš cUthF« 
fêÎ bghU£fŸ ÁW Ú® _ykhf btëna‰w¥gL»‹wd.  
 eh« Fiwthf ÁWÚ® fê¡F« nghJ Ïªj fêÎ 
bghU£fŸ ÁWÚçš nr®»ªwd. mjdhš ÁWÚ® 
ml®¤ÂahfÎ«, fUikahfÎ« mÂf eh‰w¤Jl‹ 
ÏU¡F«. TLjyhf, ek¡F Nça xëædhš e« clèš 
it£lä‹ D cUth»wJ. Ïªj it£lä‹ D eh« 
rh¥ÃL« czÎfëš ÏUªJ R©zh«ò  r¤ij c¿ŠÁ  
mij Ïu¤j X£l¤Â‰F mD¥ò»wJ. Mfnt e« 
u¤j¤Âš fhšÁa« msÎ (R©zh«ò r¤J) 
mÂfç¡»wJ. Ïªj tifæš fhšÁa« fš cUthtj‰F 
fhuzkhf mik»wJ.  
fhuz§fis 
g£oæylÎ« 
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ntiy / gâ  
 neuo btŒæèš ÂdK« Ú©l neu« ntiy 
brŒgt®fS¡F ÁWÚ®f fš tU« thŒ¥ò mÂfkhf 
cŸsJ.  
 Ïj‰F fhuz« mt®fS¡F mÂfkhf nt®¤J 
ml®¤Âahd ÁWÚiu fê¡»wh®. ÏÂš Tè ntiy 
brŒnth®. étrhæfŸ ngh‹nwh® ml§Fth®.  
it£lä‹ A 
 xU tGtG¥ghd Rtiu f£Ltj‰F Ábk©£ 
njit¥gL»wJ.  
 tGtG¥ghd Rtçš mG¡F bghU£fŸ Rygkhf X£l 
KoahJ.  
 ÏJnghynt, ekJ ÁWÚ® ghij tGtG¥ghf ÏUªjhš, 
fåk bghU£fŸ mÂš nr®ªJ fš cUthf KoÍ«.  
 nfu£ ngh‹w kŠrŸ czÎfëš jhuhskhf ÏU¡F« 
it£lä‹ V, ÁWÚuf ghijæ‹ Rtiu 
tGtG¥ghfit¤Âl cjÎ»wJ.  
 ÁWÚ®ghijæ‹ Rt® brhu brhu¥gh», fåk§fŸ mÂš 
nr®ªJ fš cUth»wJ.  
iAbg®ghuhijuhæo°« éahÂ  
 ekJ vY«òfŸ bgU«ghY« fhšÁa¤Âdhš 
cUth¡f¥g£oU¡»‹wd.  
 iAbg®ghuhijuhæo°« éahÂ cŸs nehahë¡F 
vY«Ãš ÏU¡F« fhšÁa« mÂfkhf vL¡f¥g£L 
u¤j¤Âš nr®ªJ ÁWÚuf¤Â‰F brš»wJ. Ïªj 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
li 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
mÂfkhd fhšÁa« ÁWÚ®ghijæš nr®ªJ ÁWÚuf fš 
cUthf fhuzkh»wJ.  
ÁWÚuf ghijæš bjh‰W éahÂ  
 éahÂ V‰gL¤J« E©Qæ®fŸ (Ït‰iw btW« 
f©zhš gh®¡f KoahJ) u¤j¤Â‹ têahf ÁWÚ® 
ghijæš tªJ éL»‹wd.  
 ekJ mªju§f cW¥òfis xG§fhf R¤j« 
brŒahé£lhš neuoahfÎ« EiHªJél¡ TL«. ÁWÚ® 
X£l¤Âš jil V‰g£lhš, nj§» ã‰F« ÁWÚçš Ïªj 
E©Qæ®fŸ tsuÎ« bjh‰W nehŒ V‰glÎ« 
thŒ¥ÃU¡»wJ. Ïªj bjh‰W nehædhš ÁWÚuf fš 
cUthfyh«.  
Ú©lfhy« clš ey¡FiwÎ k‰W« Fiwªj mirÎ  
 iffŸ mšyJ fhšfëš Kl¡Fthj« (gyÅd¤Âdhš) 
ngh‹w clš ey¡Fiwédhš nehahë efu Koahkš 
Ú©lfhy« ÏUªjhš, vY«òfëš cŸs fhšÁa« 
btëna tªJ ÁWÚ®ghij Rt®fëš nrU»wJ. Ïªj 
ãiy btF fhy« bjhl®ªjhš, go¥goahf fhšÁa« 
f‰fŸ ekJ ÁWÚ® ghijæš cUth»‹wd.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
lii 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
ii) ÁWÚuf¤Â‹ ãiy  
       ÁWÚ® Rygkhf tu Koahkš nj§» ã‹whš fš 
cUth»wJ. gL¤ÂU¡F« ãiyæš Á¿J ÁWÚ® v¥bghGJ« 
clèš ÏU¡F«.  
kUªJfŸ  
 tæ‰W tè¡F eh« vL¡F« m‹lhÁ£ ngh‹w Áy 
kUªJfŸ ÁWÚuf fhšÁa« (fš) cUth¡F»‹wd. k‰w 
Ï›tif kUªJfŸ lakh¡°, it£lä‹ D, M°Ãç‹ 
mÂf mséš, ky äs¡F« kUªJfŸ M»ait.  
Ãwé¡ Fiw k‰W« nj¡f  ãiy  
 ÁWÚ® cUth¡Fjš k‰W« btëna‰w« cW¥òfëš 
Ãwé¡Fiw (ÁWÚuf« ÏU¡F« ÏL¥ò¥ gFÂ : ÁWÚ®¡ 
FHhŒ mšyJ ÁWÚ®¥ig) k‰W« ÁWÚ®¥ghij 
FUFtjhš mšyJ ònuh°nl£ Ru¥Ã Å¡f¤jhš nj¡f 
ãiy M»at‰whš ÁWÚuf fš cUthtj‰F Mu«g 
Nœãiyahfyh«.  
gu«giu fhuz«  
 ÁWÚuf f‰fŸ u¤j cwéš ÏU¡F« cwéd®fS¡F 
tUtJ f©l¿a¥g£LŸsJ. mJ bg‰nwhçl¤ÂèUªJ 
ÃŸisfS¡F tuyh«. Mdhš ÁWÚuf fš bg©fis 
él M©fS¡F tU« thŒ¥ò mÂfkhf cŸsJ.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
liii 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
V. ÁWÚuf fš milahs§fŸ k‰W« m¿F¿fŸ  
a) Áy rka« vªj m¿F¿Í« ÏU¡fhJ, mikÂahd tif  
b) F¤JtJ ngh‹w fLikahd tè : tæ‰¿‹ eLnt, 
g¡fth£onyh, ÏL¥ò« bjhilÍ« nrUäl¤Ânyh 
Mu«Ã¤J mªju§f cW¥Ãnyh, bjhil tiu¡Fnkh 
Úo¡F« F¤JtJ ngh‹w fLikahd tè. ÏJ kU¤Jt 
nrhjid¡fhd Ïa‰ifahd Ïa‰ifahd v¢rç¡if 
m¿F¿ MF«.  
c) fhŒ¢rš, ÁšèLtJ, eL¡f« k‰W« thªÂ, 
ÁWÚ®ghijæš bjh‰W nehŒ V‰gL¤J« E©Qæ®fŸ 
ÏU¥gij¡ fh£L»wJ.  
d) g¡fth£oš nyrhf bjh£lhny  tè 
e) mo¡fo tæ‰W ngh¡F  
f) Fk£lš mšyJ thªÂ  
g) ÁWÚ® msÎ Fiwjš  
h) ÁWÚ® fê¥gÂš Áuk«  
i) ÁWÚçš u¤j«  
j) ÁWÚ®¥ig  ãiwªÂU¥gJ ngh‹w cz®Î  
k) mo¡fo ÁWÚ®fêjš  
l) Éšby‹w <ukhdnjhš  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
liv 
 
 
 
4 
ãäl§fŸ  
 
 
 
 
 
 
 
 
 
3 
ãäl§fŸ  
 
 
 
 
 
 
 
ÁWÚuf 
fšèdhš 
tU« 
Ãu¢ridfis 
és¡fÎ«  
 
 
 
 
 
 
 
ÁWÚuf fš 
ÏU¥gij 
cWÂ brŒÍ« 
Kiwfis 
és¡fÎ« 
 
 
 
m) KJF k‰W« tæ‰W jirfŸ fLikahd tèæ‹ nghJ 
éiwªJ ã‰gJ.  
VI. v¥go Ú§fŸ ÁWÚuf fš cŸsjh v‹W cWÂ brŒÅ®fŸ  
Ú§fŸ ÁWÚiu xU ÁWghidæš Ão¤J mÂš bf£o kzš 
khÂç JfŸfŸ k‰W« u¤j« cŸsjh gh®¡f nt©L«.  
ÁWÚçš u¤j« ÏUªjhš Ú§fŸ clnd kU¤Jtkidæ‹ 
cjéia ehl nt©L«.  
m§nf mªj ÁWÚiu MŒÎ Tl nrhjid¡F mD¥Ã fš 
ÏU¡»wjh v‹W cWÂ brŒth®fŸ.  
ÁWÚuf¡ fš cŸsjh v‹W f©l¿a ntW Áy nrhjidfS« 
c©L. miut¤j nrhjidfŸ, énrõkhd v¡°nu, 
mš£uhnrhndh »uhÃ Ï¤ahÂ. 
VII. ÁWÚuf fš tiffŸ  
 fšiy cUth¡F« fåk§fis bghW¤J bt›ntW 
tifahd f‰fŸ cŸsd. mit fhšÁa«, M¡rny£, 
gh°gu° mšyJ Ïªj fåk§fŸ všyh« Á¿jsÎ 
bfh©l fyit f‰fŸ. fhšÁa¤Âdhš cUthd f‰fŸ 
fhšÁa« f‰fŸ ; M¢ny£odhš cUthd M¡rny£ 
f‰fŸ k‰W« gh°guÁdhš cUthd thdf‰fŸ 
gh°gu° f‰fŸ.  
 ntW tiffŸ Mdit ôç¡ mäy«, mJ Át¥ò Ïiw¢Á 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
ftå¥gJ 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
lv 
 
 
 
 
 
3 
ãäl§fŸ 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
ÁWÚ® f‰fŸ 
tiffis 
g£oæèLf 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
(ML, khL) c©nghU¡F« k‰W« fÎ£ éahÂ 
cŸnshU¡F (Ïªj éahÂæš mÂfkhd ôç¡ mäy« 
r›éY« _£LfëY« nrU«) tU« k‰W« Á°O‹, 
rhªÔ‹ k‰W« °£Uit£ f‰fŸ.  
VII. ÁWÚ®ghijæš fš ÏUªjhš mij v¥go ã®t»¥gJ  
 fšè‹ msÎ Á¿ajhf ÏUªJ (< 0.5 br‹oÛ£l® 
é£l«) mJ ÁWÚ® ghijæš flªJ bršy 
nt©Lkhdhš, Ú§fŸ ãiwa j©Ù® Fo¡f nt©L« 
mšyJ u¤j ehs¤Âš mÂfkhd msÎ Âut§fis 
brY¤j nt©L«. ÏJ ÁW Ú® ghijæš cŸs fšiy 
btëna bfh©L tutê brŒÍ«.  
IX ek¡F v¥nghJ mWit Á»¢ir njit¥gL«  
 fšè‹ msÎ bgçajhf ÏU¥gjhš mJ ÁWÚ®têahf 
btëna‰w Koaéšiy v‹whš  
 Ôéu bjh‰W nehædhš fš cUth»æUªjhš  
 fšèdhš bjhl®ªJ tèÍ« mÂfkhd thªÂÍ« 
ÏUªjhš  
 kUªÂdhš milahs§fisÍ« m¿F¿fisÍ« 
f£L¥gL¤j Koahé£lhš 
X ÁWÚuf f‰fŸ ÂU«g tuhkš jL¥gJ  
ÁWÚuf f‰fŸ ÂU«g tuhkš jL¥gj‰F eh« gy éõa§fis 
 
 
 
 
 
 
 
 
éçÎiu 
k‰W« éthj« 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
ftå¥gJ 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
és¡f 
gl§fŸ 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
lvi 
 
 
 
 
2 
ãäl§fŸ  
 
2 
ãäl§fŸ  
 
8 
ãäl§fŸ  
 
 
 
 
 
 
 
 
 
 
 
 
 
mWit 
Á»¢if 
Ïšyhkš 
ã®t»¥gJ 
g‰¿  
 
ÁWÚuf 
fšY¡F 
mWit 
Á»¢ir¡fhd 
m¿F¿fis 
g£oaèlÎ«  
 
 
ÁWÚuf fš 
ÂU«gtuhkš 
jL¡F« 
Kiwfis 
fU¤Â bfhŸs nt©L«. Ï¥bghGJ eh« ÁWÚuf f‰fŸ ÂU«g 
tuhkš jL¥gj‰F brŒa nt©oa k‰W« brŒa¡Tlhj 
bghJthd elto¡iffis gh®¥ngh«.  
brŒa nt©oait  
 Âut§fŸ mÂfkhf mUªJjš  
 Fiwªj Âdrç 3-4 è£l® j©Ù® (15-16 j©Ù®, 1 
»sh° =200 äè j©Ù®), rhjhuz Ú®, ÏsÚ®, 
gh®èj©Ù®, r®g¤, äjkhd njÚ®, gHur« M»at‰iw 
ÁWÚ® ml®¤Âia Fiw¥gj‰F KoÍ«. Ú®¤j¥g£l ÁWÚ® 
mÂš Âl¥bghU£fŸ nrUtij jé®¤J fš cUthtij 
jL¡»wJ.  
 éa®itædhš Âut§fŸ ÏH¥ò cŸs mÂf bt¥gkhd 
k‰W« <u¥gj« mÂfkhd ÓnjhZz ãiyæš clš 
ciH¥ò ntiy brŒgt®, mYtyf¤Âš Fë®¢Áahd 
NHèš ntiy brŒgtiu él mÂfkhd Âut§fis 
mUªj nt©L«.  
 bg¥Á, nfhyh ngh‹w bra‰ifahd Ïå¥ól¥g£l 
ghd§fis él bjëthd j©Ùnu ÁwªJ v‹gjid 
ãidéš bfhŸS§fŸ.  
 gHur§fis mÂfkhf mUªJ§fŸ Vbdåš gHur« 
fšiy ÁWJ©Lfshf cil¡f cjé brŒJ mJ 
 
 
 
 
 
 
 
 
éçÎiu  
 
 
 
 
 
 
éçÎiu 
k‰W« éthj«  
 
 
 
 
 
 
 
k‰W« 
éthÂ¤jš 
g§nf‰wš  
 
 
 
 
c©fikahd 
khÂçfŸ  
 
ftå¥gJ 
k‰W« 
éthÂ¤Âš 
g§nf‰wš  
 
nfŸéfS¡F 
gÂyë¥gJ 
k‰W«  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
lvii 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
és¡fÎ« 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
ÁWÚç‹ _y« btënaw cjÎ»wJ.  
 eh®r¤J cŸs gH§fisÍ« g¢ir fhŒf¿fisÍ« ãiwa 
c©Q§fŸ. eh®r¤Âdhš fåk§fŸ ml®¤Â Fiwth» 
mtŸis Rygkhfu¤j¤ÂèUªJ btëna‰w KoÍ«.  
 rh¥gh£oš òë mÂfkhf nrU§fŸ Vbd‹whš mJ 
ÁWÚuf fšiy btëna‰w cjÎ»wJ.  
ÁW Ú®fê¡F« nghJ vªj éj mbrsfça« V‰g£lhY« 
clnd Á»¢iria ehL§fŸ. cjhuz¤Â‰F ÁWÚ® fê¡F« 
nghJ vç¢rš k‰W« tè. 
gL¡ifæš ÏU¡F« nehahëfS¡F clš ãiyia 
m›t¥nghJ kh‰w nt©L« k‰W« clš k‰W« mªju§f 
cW¥òfis xU ehis¡F gy jlit R¤j« brŒa nt©L«.  
brŒa¡Tlhjit  
    mÂf fhÃ öŸ mšyJ O¤öŸ cŸs fhÃ k‰W« njÚiu 
jé®¡fÎ«, Vbd‹whš M¡rny£ fåk« mÂš mÂfkhf 
cŸsJ.  
 äUf bfhG¥ig Fiw¡fÎ« (cjhuz«, ghš, K£il, f¿ 
Ï¤ahÂ), òuj¢ r¤Âdhš u¤j¤Âš fhšÁa«, M¡rny£, 
fåk§fŸ msÎ mÂfç¡F« k‰W« mÂfkhd 
fåk§fŸ ÁW Úufghijæš nr®ªJ ÁWÚuf fšiy 
cUth¡F«.  
 
 
nfŸéfŸ 
nf£gJ 
 
 
 
 
 
 
 
 
 
 
 
éçÎiu/ 
éthj«  
 
éçÎiu / 
éthj«  
 
 
 
rªnjf§fis 
és¡FtJ 
 
 
 
 
 
 
 
 
 
 
ftå¤jš  
 
 
éthj¤Âš 
g§nf‰wš 
 
 
 
 
és¡f 
gl§fŸ 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
lviii 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 c§fŸ Âdrç czéš Ñœ¡f©lt‰¿š x‹W¡F nkš 
nr®¡f nt©lh«.  
 K£il-1 
 f¿ - xU J©L (25 »uh«fŸ)  
 Û‹ - xU J©L (25 »uh«fŸ)  
 ghš – 200 äè  
 ghyhil¡f£o – 20 »uh«fŸ  
 mÂfkhfR¤jç¡f¥g£l czÎfis jéU§fŸ  
cjhuz« btŸis r¡fiu  
 ghd§fëš r¡fiuia jéU§fŸ Vbd‹whš btŸis 
r¡fiu ÁWÚç‹ ml®¤Âia T£L»wJ.  
 ä£lhŒfŸ, rh¡ny£LfŸ, Fë®ghd§fŸ, o‹åš 
mil¡f¥g£l gH§fŸ, Ï‹å¥ò nf¡FfŸ k‰W« 
Ã°f£Lfis¤ jéU§fŸ Vbd‹whš mt‰¿š 
mÂfkhd btŸis r¡fiu cŸsJ.  
 kJit jéU§fŸ Vbd‹whš kJédhš ÁWÚ®têahf 
ôç¡ mäy«, fhšÁa« k‰W« gh°gu° btënaWjš 
mÂfç¡»wJ, Ïjdhš mit nr®ªJ ÁWÚuf fš 
cUthfyh«.  
 gh‹ (bt‰¿iy) M»aitfnshL R©zh«ò nr®¤J 
c©zhÔ®fŸ Vbd‹whš fhšÁa« mÂfkhf 
éçÎiu 
k‰W« éthj« 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
éthj¤Âš 
g§nf‰š  
 
 
éthj¤Âš 
g§nf‰W 
rªnjf§fis 
nf£gJ 
 
 
 
 
 
 
 
 
 
 
 
 
 
és¡f 
gl§fŸ 
 
 
c©ikahd 
ÂçfŸ  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
lix 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
c¿Šr¥g£L clèš mj‹ msit T£L»wJ. 
R©zh«Ãš mÂfkhd fhšÁa« cŸsJ.  
 czéš mÂfkhf c¥ò nr®¥gij jéU§fŸ Vbd‹whš 
c¥ò, fhšÁa« u¤jÂèUªJ c¿Šr¥gLtij mÂfç¤J 
ÁWÚuf fš cUthF« thŒ¥ig T£L»wJ.  
 òif Ão¥gij jéU§fŸ Koahé£lhš Áfbu£Lfë‹ 
msit Fiw¤J Ïu©L jlit òifÃo¡F« 
rka¤Â‰F eLnt cŸs Ïilbtëia T£L§fŸ 
Vbd‹whš mJ fåk§fŸ btënaWtij T£L»wJ.  
 neuoahf btŒaè‹ ÑnH ÏU¡F« neu¤ij FiwÍ§fŸ 
jé®¡f Koahé£lhš k‰W« ãiwant®¤jhš, ãiwa 
j©Ù® FoÍ§fŸ (10-15 »sh° j©Ù® ÂdK«) 
bjh¥Ã ngh‹w Nça jL¥ig neuoahf btŒaèš  
ntiy brŒÍ« nghJ cgnah»Í§fŸ.  
 kd mG¤jKŸs Nœãiyfis jéU§fŸ, XŒÎ 
vL§fŸ, nahfh k‰W« Âahd« brŒÍ§fŸ. 
XI. f£L¥gL¤j nt©oa czÎfŸ  
i) fhšÁa« f‰fŸ cŸs nehahëfS¡F  
fhšÁa« f‰fŸ cŸs nehahëfŸ fhšÁa« c©Qtij 
f£L¥gL¤j nt©L«.  
Ñœ¡f©l czÎ bghU£fëš fhšÁa« mÂfkhf cŸsJ,  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
lx 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Ït‰iw c©lhš Ú§fŸ j©Ù® mUªJ« kmsit mÂfç¡f 
nt©L«.  
a) fhŒf¿ : g¢ir ÏiyÍŸs fhŒf¿fŸ (Õd°, griy¡ 
Ñiu, nfu£ ÏiyfŸ, mf¤ÂÑiu, órâ ÏiyfŸ, 
cUis¡»H§F, fhèÃst®, nrhaÕ‹°, griy Ñiuæš 
M¡rny£ k‰W« gh°guir él fhšÁa« mÂfkhf 
cŸsJ.  
b) etjhåa« : uh»æš mÂfkhd fhšÁa« cŸsJ.  
c) gH§fŸ: cyuit¤j gH§fŸ (Âuh£ir), fliyfŸ, 
nt®¡fliy, vYä¢ir ngh‹w gH§fëš mÂfkhf 
fhšÁa« cŸsJ.  
d) khÎ cŸs czÎfŸ : buh£o, X£°.  
e) ghd§fŸ : njÚ®, nfhnfh, bg¥Á, nfhyh, Õ®, äš¡nõ¡, 
I°Ñç«, ghš k‰W« ghš bghU£fŸ (bt©iz, beŒ, 
ghyhil¡ f£o, ghšgÎl® Ï¤ahÂ) 
f) Û‹ : KŸnshLŸs ÁW Û‹ k‰W« fUthL 
g) k‰wit : uh», mÂf c¥ò, nf¡, CWfhŒ, ghyhil f£o, 
K£il kŠrŸ fU  
h) it£lä‹ D mÂfkhf cŸs czÎfŸ : Û‹ <uš 
v©bzŒ (Rwh <uš v©bzŒ), bfhG¥òŸs Û‹, (nfhê) 
K£il  
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i) bt‰¿iy bkšYtJ  
j) fodkhd j©Ù® (Eiutuhj j©Ù®) 
ii) ôç¡ mäy« f‰fŸ cŸs nehahëfS¡F  
      ôç¡ mäy f‰fŸ cŸs nehahëfŸ mJ mÂfkhd cŸs 
czÎfis f£L¥gL¤j nt©L«.  
Ñœ¡f©l czÎfëš ôç¡ mäy« mÂfkhd cŸsJ.  
mt‰iw c©lhš Ú§fŸ mÂfkhd j©Ù® mUªj nt©L«.  
a) fhŒf¿fŸ : Õ‹° (cyuit¤j, th£l¥g£l, g¢ir), 
btªja Ïiy,  
b) etjhåa« : bfh©il¡ fliy, fU¥ò cSªJ, g¢ir¥ 
gaW, bfhŸS, KG gaW, cy® g£lhâ, Jtu« gU¥ò 
c) fliyfŸ : nt®¡fliy, Jtu« gU¥ò  
d) k‰wit : Ïå¥ò buh£o äf bghJthd ôç¡ mäy« 
bfh©l czthF«.  
e) všyhéjkhd f¿  
f) všyhéjkhd Û‹  
iii) gh°ng£ f‰fŸ cŸs nehahëfŸ  
gh°£ ng£fš cŸs nehahëfŸ gh°gu° mÂfkhd c£ 
bfhŸStij f£L¥gL¤j nt©L«.  
Ñœ¡f©l czÎfëš gh°gu° mÂfkhf cŸsJ.  
Ït‰iw c£ bfh©lhš Ú§fŸ mÂf msÎ j©Ù® Fo¡f 
nt©L«.  
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ôç¡ mäy« 
cŸs Áy 
czÎfis 
v¥goæèLf 
 
 
 
 
 
 
 
 
gh°gu° cŸs 
Áy 
czÎfis 
g£oæyLf 
 
 
a) fhŒf¿fŸ : g¢ir Ïiy fhŒf¿fŸ (nfu£ ÏiyfŸ, 
Kis¡ Ñiu, mf¤Â Ñiu), nfu£, cUisÑH§F, 
fhèÃst®, Õ‹° 
b) gH§fŸ: thiH¥gH«, Ó¤jh¥gH«  
c) KGjhåa§fŸ : f«ò, nrhs«, X£°, Á¿aÂid, 
nfhJik khÎ 
d) gU¥òfŸ : Õ‹°, gaWfŸ, g£lhâ, bfh©il¡ 
fliykhÎ, nrhahÕ‹°.  
e) fliyfŸ k‰W« v©bzŒ éijfŸ  
f) Û‹ : Á¿ait  
g) f¿ : kh£L¡f¿, <uš 
h) nfhê K£il  
i) ghš k‰W« ghš bghU£fŸ  
j) khÎl‹ Toa czÎfŸ : Ïå¥ò buh£ofŸ  
IV. M¡rny£ f‰fŸ cŸs nehahëfS¡F  
K) M¡rny£ f‰fŸ cŸs nehahëfŸ mij mÂfkhd vL¤J 
bfhŸtij f£L¥gL¤j Ú§fŸ mt‰iw c£bfh©lhš 
mÂfkhf j©Ù® mUªj nt©L«.  
1) fhŒf¿fŸ : griy Ñiu, j¡fhë  
2) gH§fŸ : r¥ngh£lh, °luhbgç  
3) ghd§fŸ : nfhnfh, njÚ®, rh¡by£LfŸ  
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2 
ãäl§fŸ  
  
 
 
 
 
 
 
 
 
 
M¡rny£ 
mÂfkhf 
cŸs Áy 
czÎfis 
g£oaèlÎ« 
4) fliyfŸ : KªÂç bfh£il, nt®¡fliy  
5) f¿ : kh£L¡ f¿  
RU¡f«  
f‰Ã¡f nt©oa éõa§fŸ  
I) ÁWÚuf fš v‹whš v‹d 
• ÁWÚuf fš cUthF« fhuz§fŸ  
• milahs§fŸ k‰W« m¿F¿fŸ  
• nehŒ f©l¿Í« nrhjidfŸ  
• ã®th»¡F« Kiw k‰W« mWit Á»¢ir¡fhd 
m¿F¿fŸ  
• ÁWÚuffš ÂU«g tUtij jL¡F« têfŸ  
f‰wij kÂ¥ÕL brŒÍ« nfŸéfŸ  
1. ÁWÚiu cUth¡F« k‰W« btëna‰W« mik¥òfŸ 
ahit? 
2. ÁWÚuf¤Â‹ ntiy v‹d? 
3. ÁWÚuf fš v‹whš v‹d? 
4. ÁWÚuf fš cUthF« fhuz§fis g£oaèLf? 
5. ÁWÚuf fšèdhš v‹d Ãu¢ridfŸ cUthF«? 
6. ÁWÚuf fš ÏU¥gij v¥go cWÂ brŒÅ®fŸ? 
7. ÁWÚuf f‰fë‹ tiffŸ ahit? 
8. ÁWÚuf fšiy v¥go ã®t»¥gJ? 
9. v¥bghGJ xU egU¡F ÁWÚuf fš Ãu¢rid¡F mWit 
Á»¢ir njit¥gL«? 
10. Ú§fŸ V‹ ÁWÚuf fš tuhkš jL¥gj‰F mÂf msÎ 
 
 
 
 
 
 
 
 
brašés¡f« 
  
 
 
 
 
 
 
 
brašés¡f«  
 
 
 
 
 
 
 
 
 
 
 
 
éthÂ¤Âš 
g§nf‰gJ  
 
 
 
 
 
 
 
 
éthÂ¤jš 
g§nf‰wš 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
c©ikahd 
ÂçfŸ  
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Âut§fŸ mUªj nt©L«? 
11. bt¥gkhd thåiyæš ÁWÚuf fš cUthF« thŒ¥ò 
V‹ mÂfç¡»wJ? 
12. iAg®ghuij nuhŒo r«nehædhš V‹ ÁWÚuf fš 
tU»wJ? 
13. fhšÁa«, ôç¡ mäy«, gh°gu° k‰W« M¡rny£ 
mÂfkhd cŸs Áy czÎfis F¿¥ÃLf.  
KoÎiu  
      Ï‹W eh« ÁWÚuf fš g‰¿Í« mij ã®t»¡F« Kiw k‰W« 
ekJ Âdrç czéš Áy kh‰w§fŸ brŒtjhš ÁWÚuf fš 
ÂU«g tUtij jL¥gj‰F cjÎtJ g‰¿Í« éthÂ¤njh«. 
 
 
 
brašés¡f«  
 
 
 
 
 
 
 
 
 
éthÂ¤jš 
g§nf‰wš 
 
 
 
 
 
c©ikahd 
ÂçfŸ  
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சிᾠநீரகக᾿ 
பιறிய 
தகவ᾿ைகேயᾌ 
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bhUsl¡f« 
I. ÁWÚ® cUth¡F« k‰W« btëna‰W« mik¥ò  
II. ÁWÚuf fšg‰¿a t®zid  
1. ÁWÚuf fš v‹whš v‹d? 
2. ÁWÚuf fš vªj fhuz§fshš cUth»wJ? 
3. ÁWÚuf fš ÏU¥gij v›thW milahs« fh©gJ 
4. ÁWÚuf fš ÏU¥gij v›thW cWÂ brŒtJ? 
5. ÁWÚuf f‰fëš v‹bd‹d tiffŸ cŸsd? 
6. ÁWÚuf (Ãu¢ridia) ã®t»¥gJ/Á»¢ir 
III. f£L¥gL¤j nt©oa czÎfŸ  
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K‹Diu 
Ïªj ifnaL ÁWÚuf fš cŸs nehahë¡fhf 
cUth¡f¥g£LŸsJ. vªj éahÂiaÍ« Fz¥gL¤Jtj‰F kUªJ 
mšyJ mWit Á»¢ir msÎ¡F czÎ« K¡»a¤Jt« thŒªjjhF«. 
rçahd czit c©lhš eh« e‹whf cz®nth« k‰W« bjhl®ªJ 
gy¤Jl‹ ÏU¡f cjéfukhf ÏU¡F«.  
 Ï¡ifna£oš cŸs jftšfŸ ÁWÚuf fš ÂU«g tUtij 
jL¥gj‰F cgnahfkhf ÏU¡F«. ÏÂš F¿¥Ã£LŸs Áy Ãu¢ridfŸ 
ÁyU¡F tuhkš nghfyh«. Vbd‹whš x›bthU egU« éahÂædhš 
ghÂ¥gilÍ« éj« khW«. Mdhš Ït‰iw g‰¿ bjçªJ bfhŸtJ ešyJ. 
ekJ czÎ gH¡f§fëš Áy khWjšfŸ brŒjhš ÁWÚuf fš ÂU«g 
tuhkš jL¡fyh«. Ú©l ehŸ fZl¥gLtJ k‰W« j‰fhèf ãthuz¤ij 
él jL¥gJ rhy¢ÁwªjJ.  
 
 
 
 
 
I. ÁWÚ® cUth¡F« k‰W« btëna‰W« mik¥òfŸ  
ÁWÚ® cUth¡F« k‰W« btëna‰W« mik¥òfŸ M»ait 
Ïu©L ÁWÚuf§fŸ, Ïu©L ÁWÚ®¡FHhŒ, xU ÁWÚ®¥ig k‰W« xU 
ÁWÚ® btënaW« FHhŒ mšyJ Jthu«.  
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 eh« vij c©lhY« mUªÂdhY« thŒ, tæW k‰W« ÁW Flš 
M»at‰¿š cŸs behÂfnshL fyªJ äf Á¿a J©Lfsh»‹wd. 
Ïªj ÁW J©Lfëš Áy u¤j¤njhL fy¡»‹wd. u¤j¤Âš eh« 
RthÁ¡F« fh‰¿š cŸs ÃuhzthÍÎ« fy¡»wJ. Ïªj u¤j« clš 
KGtJ« br‹W všyh clš cW¥òfS¡F« mit xG§fhf ntiy 
brŒtj‰fhd czitÍ« ÃuhzthÍitÍ« më¡»wJ. Ïªj têæš 
ÁWÚuf§fS¡F« mt‰¿‹ g§F u¤j« »il¡»wJ.  
 ÁWÚuf§fŸ cgnahfkhd bghU£fis it¤J¡ bfh©L fêÎ 
bghU£fŸ k‰W« clY¡F Ô§fhd bghU£fis cgç j©ÙUl‹ 
btëna‰W»‹wd.  
II. ÁWÚuf f‰fŸ g‰¿a étu«  
1. ÁWÚuf fš v‹whš v‹d? 
ÁWÚiu cUth¡F« k‰W« btëna‰W« mik¥òfëš Áy 
urhadbghU£fŸ nr®ªJ fodkhd fšiy ngh‹w bghUis 
cUth¡Ftnj ÁWÚuf fš MF«. Ïªj urhad bghU£fŸ fåk§fŸ 
v‹W« miH¡fyh«.  
2. ÁWÚuf fš vªj fhuz§fshš cUth»wJ? 
 Âut§fŸ, njit¡F Fiwªj msÎ j©Ù® mUªJjš, it£lä‹ 
V cŸs czÎfis Fiwthf vL¤J¡ bfhŸSjš.  
 czÎ gH¡f§fŸ, mÂf c¥ò, mÂfkhd g¢ir Ïiy fŒf¿fŸ, 
mÂfkhd äUf bfhG¥ò cjhuz« : K£il, f¿, Û‹ Ï¤ahÂ.  
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ntiy /gâ neuoahf btŒaèš ntiy brŒnthU¡F tU« thŒ¥ò 
mÂf« cjhuz« : Tè ntiy, ngh¡Ftu¤J nghÄ° Ï¤ahÂ.  
 
ÓnjhZz ãiy : mÂfkhf nt®¥gÂdhš btæš fhy¤Âš tU« 
thŒ¥ò mÂf«.  
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mçjhd fhuz§fŸ  
 gu«giu  
 ghuhijuhæL Ru¥Ã éahÂfŸ, Fî§éahÂ, ghb#£ éahÂ, 
r®fhænlhÁ° éahÂ, Ï¤ahÂ.  
 ÁWÚ® ghijæš éahÂ cUth¡F« E©Qæ®fŸ ts®ªJ 
bgUFtjhš.  
 Ú©lfhy clš ey¡FiwÎ k‰W« Fiwªj mirÎ.  
 m©lhì£, lakh¡°, it£lä‹ o, M°Ãç‹ mÂf msÎ 
kyäs¡» Ï¤ahÂ kUªJfshš  
 ÁWÚ® cW¥òfëš Ãwé¡nfhshW 
3. ÁWÚuf fš ÏU¥gij eh« v¥go f©l¿tJ? 
 g¡fth£oš T®ikahd, fLikahd tè  
 g¡fth£oš nyrkhf bjh£lhny tè 
 Fk£lš k‰W« thªÂ  
 
 fhŒ¢rš, ÁšèLjš, thªÂ k‰W« eL¡f« éahÂ cUth¡F« 
E©Qæ®fŸ ÁWÚuf ghijæš tsUtij fh£L»wJ.  
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 ÁWÚ® Ãu¢ridfŸ  
• ÁWÚ® msÎ Fiwjš 
• ÁWÚ® fê¡F« nghJ vç¢rš 
• ÁWÚ® fê¥gÂš Áuk«  
• ÁWÚçš u¤j«  
• mo¡fo ÁWÚ® fê¥gJ  
• ÁWã®¥ig ãiwªjJ ngh‹w cz®Î  
• mo¡fo tæ‰W ngh¡F  
4.   ÁWÚuf fš ÏU¥gij eh« v¥go cWÂ brŒtJ? 
 ÁWÚuf fš ÏU¥gij énrõkhd v¡°nu, mš£uh rÎ©l® u¤j« 
k‰W« ÁWÚ® nrhjidfŸ _y« cWÂ brŒayh«.  
ÁWÚuf fš tiffŸ ahit? 
a. fhšÁa« mÂf« cŸs fš  
b. M¡rny£ mÂf« cŸs fš  
c. gh°gu° mÂf« cŸs fš  
d. ôç¡ mäy« mÂf« cŸs fš  
e. fyit fš  
f. Á°o‹ fš  
g. °£%it£ fš  
h. rhªÔ‹ fš  
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5. ÁWÚuf fšiy v›thW ã®t»¥gJ/Á»¢ir më¥gJ? 
 czÎ gH¡f kh‰w§fŸ nkY« fš cUthtij jL¡f fšiy 
eR¡FtJ. mJ ÁWÚ® têahf btënaW« mWit Á»¢ir. ÁWÚ® 
ghijæèUªJ fšiy mf‰w  
III.  ÁWÚuf fšèš czÎ r«gªj¥g£l fhuâfŸ  
 ÁWÓeuf fš ÂU«g tUtij jL¥gÂš czÎ xU K¡»a g§F 
t»¡»wJ k‰W« czÎ gH¡f§fëš bghU¤jkhd kh‰w§fis brŒjhš 
mªj Ãu¢rid tuhkš jL¡fyh«.  
brŒant©oait  
• mÂfkhd j©Ù® FoÍ§fŸ (15-16 »sh° j©Ù® ÂdK«, 1 
»sh° 200 äè) 
 
• ÂdK« mÂfkhf òJ gH§fisÍ«/gHur¤ijÍ«, eh®¢r¤J 
mÂfkhf cŸs g¢ir fhŒf¿fisÍ« vL¤J¡ bfhŸS§fŸ.  
 
• czéš òë mÂfkhf nr®¤J¡ bfhŸS§fŸ  
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• ÁWÚ® fê¥gÂš  VnjD« mbrsfça« ÏUªjhš clnd kU¤Jt 
Á»¢iria ehL§fŸ  
• x›bthU Ïu©L kå neuK« gL¡ifæš ÏU¡F« nehahëfë‹ 
ãiyia kh‰W§fŸ.  
brŒa¡Tlhjit  
 
 
 
• äUf òuj¤ij mÂfkhf c©zhÔ®fŸ  
• R¤jfç¡f¥g£l czit mÂfkhf c©zhÔ®fŸ  
 
• ghz§fëš r¡fiuia FiwÍ§fŸ  
• ä£lhŒfŸ, rh¡ny£LfŸ, Fë®ghd§fŸ, o‹å mil¡f¥g£l 
gH§fŸ, Ïå¥ò buh£o, nf¡FfŸ k‰W« Ã°f£Lfis jéU§fŸ.  
 
• bg¥Á, nfhyh ngh‹w Ïå¥ó£l¥g£l j©Ùiu jéU§fŸ. 
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• neÚ® k‰w« fhÃ mÂfkhf mUªJtij jéU§fŸ  
Ñœ¡f©lt‰iw ãW¤J§fŸ  
• òif Ão¤jš  
 
• kJ mUªJJš  
 
• gh‹ rh¥ÃLtJ  
• czéš mÂfkhf c¥ò nr®¥gJ  
• nfhg«, Vkh‰w«, ftiu Ï¤ahÂ tU« Nœãiy 
III. f£L¥gL¤j nt©oa czÎfŸ  
1. fhšÁa« f‰fŸ cŸs nehahëfS¡F  
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fhšÁak f‰fŸ cŸs nehahëfŸ fhšÁa¤ij f£L¥gL¤j 
nt©L«.  
Ñœ¡f©l Áy czÎfëš fhšÁa« mÂfkhf cŸsJ.  
Ïªj czÎfis c©O®fŸ v‹whš j©Ù® msit T£l nt©L«.  
a. fhŒf¿fŸ: g¢ir Ïiy fhŒf¿fŸ, (griy Ñiu, nfu£, ÏiyfŸ) 
b. mf¤Â Ñiu, órâ ÏiyfŸ, fhèÃst®, nrhah Õ‹°, 
nfhyhÁahéš ôç¡ mäy« k‰W« gh°gui[ él fhšÁa« 
mÂfkhf cŸsJ.  
c. jhåa«: uh»æš fhšÁa« mÂfkhf cŸsJ.  
d. gH§fŸ:  cyu it¤j gH§fŸ (Âuh£ir), fliy, nt®¡fliy, 
vYä¢iræš äf mÂf msÎ fhšÁa« cŸsJ.  
e. ghd§fŸ: njÚ®, fhÃ, nfhyh, Õ®, äš¡nõ¡, ghš bghU£fŸ 
f. khÎ cŸs czÎfŸ : buh£o, X£° 
g. f¿: kh£L¡f¿, M£L¡f¿  
h. k‰wit btšy«, mÂf c¥ò, nf¡, CWfhŒ, ghyhil¡f£o 
i. it£lä‹ o mÂfkhf cŸs czÎfŸ: Û‹ <uš v©bzŒ 
bfhG¥òfŸ Û‹  
j. bt‰¿iy bkšYtJ  
k. fodkhd Ú® Eiu tuhj j©Ù®  
2. ôç¡ mäy f‰fŸ  
 ôç¡ mäy f‰fŸ cŸs nehahëfë‹ Ñœ¡f©l ôç¡ mäy« 
mÂfkhf cŸs czÎfis f£L¥gL¤j nt©L«. Ñœ¡f©l Áy 
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czÎfëš ôç¡ mäy« mÂfkhf cŸsJ. Ïªj czÎfis c©lhš 
Ú§fŸ mÂfkhf j©Ù® Fo¡f nt©L«.  
a. fhŒf¿fŸ : Õ‹° (cyu it¤j, th£l¥g£l g¢ir) btªja 
ÏiyfŸ.  
b. jhåa§fŸ :  bfh©il¡ fliy, g¢ir¥ gaW, fU¥ò cSªJ 
bfhŸS, KG gaW, Jtu« gU¥ò.  
c. fliyfŸ : v‹, nt®¡fliy, g£lhâ, fhŒªj gU¥ò  
d. k‰wit: Ïå¥ò buh£oæš ôç¡ mäy« mÂfkhf cŸsJ.  
e. všyh f¿Í« ÛD«  
3. gh°gu° fš cŸs nehahëfŸ  
 gh°gu° fš cŸs nehahëfŸ mÂf msÎ gh°gu° f£L¥gL¤j 
nt©L« Ñœ¡f©l czÎfëš gh°gu° mÂfkhf cŸsJ. Ú§fŸ 
Ït‰iw c©lhš mÂfkhd j©Ù® Fo¡f nt©L«.  
a) fhŒf¿fŸ : g¢ir ÏiyÍŸs fhŒf¿fŸ, (nfu£ ÏiyfŸ, mf¤Â 
Ñiu, Kis¡Ñiu) nfu£, cUis¡»H§F, fhèÃst®, Õ‹°.  
b) gH§fŸ : thiH¥gH«  
c) KG jhåa§fŸ : f«ò, nrhs«, X£°, Á¿a Âid, nfhJik khÎ 
d) gU¥òfŸ : Õ‹°, gaW, g£lhâ, nrhah Õ‹° 
e) fliyfŸ  k‰W« v©bzŒ éijfŸ  
f) f¿ & Û‹ 
g) nfhê K£il  
h) ghš k‰W« ghš bghU£fŸ  
i) khÎ cŸs czÎfŸ  
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4. M¡rny£ f‰fŸ cŸs nehahëfŸ  
a) M¡rny£ f‰fŸ cŸs nehahëfŸ M¢ny£ mÂf msÎ vL¥gij 
f£L¥gL¤j nt©L«. Ñœ¡f©l Áy  
b) czÎfëš M¡rny£ mÂfkhf cŸsJ. Ú§fŸ Ñœf©lt‰iw 
c©lhš mÂf msÎ j©Ù® mUªj nt©L«.  
c) fhŒf¿fŸ : griy Ñiu, j¡fhë  
gH§fŸ  :  r¥ngh£lh, °£uhbg®ç  
ghd§fŸ : nfhnfh, njÚ®, rh¡ny£LfŸ  
fliyfŸ :  KªÂç gU¥ò, nt®¡fliy 
f¿ : kh£L¡f¿  
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r«kj¥ got«   
 ÂUkÂ. »¿°o fky«.J M»a eh‹ r©Kfh bréèa® fšÿçæš 
Ïu©lh« M©L KJfiy bréèa® g£l¥go¥ò go¡F« khzé. vdJ 
go¥Ã‹ xU gFÂahf ÁWÚuf f‰fŸ  v¥go tU»wJ v‹W«, mij v¥go 
jL¥gJ, jL¥gj‰fhd têKiwfŸ g‰¿ MuhŒ¢Áæ‹ _y« f©l¿a 
cŸns‹. vdnt Ú§fŸ vdJ MuhŒ¢Áæš khÂçahf ÏUªJ cjé 
brŒa jhœikÍl‹ nt©L»nw‹. nrfç¡f¥gL« égu§fŸ ÏufÁakhf¥ 
ghJfh¡f¥gL« k‰W« MuhŒ¢Á¡fhf k£Lnk ga‹gL¤j¥gL« v‹W 
cWÂaë¡»nw‹.  
 
               Ï¥go¡F,  
            bga®: »¿°o fky«. J 
                    ifbah¥g«  
 
 ÂUkÂ. »¿°o fky«.J , vdJ go¥Ã‹ xU gFÂahf ÁWÚuf 
f‰fŸ  v¥go tU»wJ v‹W«, mij v¥go jL¥gJ, jL¥gj‰fhd 
têKiwfŸ g‰¿ MuhŒ¢Á brŒtj‰F, mtuJ MuhŒ¢Áæš  khÂçahf 
ÏUªJ cjé brŒa KGkdJl‹ r«kÂ¡»nw‹.  
 
            Ï¥go¡F,  
        g§nf‰gtç‹    bga®:  
                 ifbah¥g«  
 
